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FOR 


EPILEPSY 


In nearly all the trials 
so far carried out on Mysoline, 
the patients were recalcitrant to all 


other forms of treatment. 
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SOME ASPECTS OF THE SILICOSIS PROBLEM IN SOUTH AFRICA 


A. W. S. VeRSTER, M.B., CH.B. 


Pneumoconiosis, literally meaning dust in the lungs, has 
been recognized as a disease since classical times.' 
At first it was thought that all dusts might cause the 
disease, but gradually it became evident that it was only 
when the dust was toxic or irritant that a disease might 
result.2, With the present knowledge of the varying 
effects of toxic dusts and of individual susceptibilities 
and reactions, the stage at which the condition becomes 
a disease is a matter of opinion. 

Of the pneumoconioses—-silicosis, coal miner’s pneu- 
moconiosis, anthrocosis, asbestosis and siderosis— 
silicosis is the most prevelant and the most widely 
distributed; yet in view of its prevelance it is amazing 
how little the medical profession knows about it. The 
reason is obvious: in South Africa the diagnostic and 
administrative work in connexion with silicosis is 
confined to the silicosis Medical Bureau and allied 
institutions, and there is little provision for teaching the 
subject. None of the universities in South Africa has 
established a chair in Industrial Medicine. The literature 
on the subject is scanty, especially in South Africa, and 
overseas articles are usually published in specialist 
journals, which are not widely read. The uninitiated 
are therefore liable to get misleading impressions, 
especially as conditions vary considerably in different 
countries. 


SILICOSIS BUREAU 


The South African Silicosis Bureau was established in 
1916. Its duties are to examine candidate miners to 
determine their fitness for work on the mines; to examine 
miners periodically for the presence of silicosis or tuber- 
culosis; to examine all beneficiary miners; to examine 
and certify cases of silicosis and tuberculosis among 
labourers; and to certify as to the presence of these 
diseases in deceased miners. 

In the past this work was confined to the gold mines 
of the Witwatersrand, but recently it has been extended 
to include all mines in South Africa where it has been 
established that there is a risk of contracting silicosis. 
Recently also the activities of the Bureau have been 
extended further to include the examination and certifica- 


tion of miners suffering from pulmonary disability 
sustained as a result of the inhalation of dust. Silicosis 
arising out of excavation work other than mining is 
dealt with through the Workmen’s Compensation 
Commissioner. 

The Bureau is a statutory body carrying out the pro- 
visions of the Silicosis Act, and as such has had unique 
experience in the clinical and pathological aspects of the 
disease. The pioneers in this work—Irvine, Watkins- 
Pitchford, Phillips and Ogilvie—had to rely mainly on 
clinical observation for their knowledge of the disease, 
but subsequently much light has been thrown on the 
etiology, the pathology and the clinical picture by the 
work of Mavrogardato, Simson, Strachan and Irvine, 
and by the investigations of the Bureau on the correlation 
of X-ray appearances of the chest with post-mortem 
findings,* an investigation which has contributed largely 
to the knowledge of the differential diagnosis of silicosis.* 

During this period also tremendous strides were made 
in solving the problems of dust prevention and allied 
dangers, a fact that is reflected in the improved health of 
the miner, the drop in the incidence of silicosis and its 
complications, and the slower progression of the disease 
in those affected. 


HISTORY OF SILICOSIS IN SOUTH AFRICA 


Attention was first called to the danger of the dust 
hazard in the South African gold mines soon after the 
Boer War by the number of deaths among Cornish 
miners, who, often after a comparatively short period of 
service underground in those mines, died in great 
respiratory distress. Post-mortem examinations in these 
cases revealed typical advanced lesions of silicosis and 
tuberculo-silicosis, often with evidence of cor pulmonale 
and active tuberculosis. 

Even as late as 1930 it was quite common at autopsies 
on miners to find massive tuberculo-silicosis of the lungs, 
invariably accompanied by emphysema, and often by 
large bullae, marked chronic bronchitis and pleural 
adhesions. Cardiac failure was acommon cause of death, 
sometimes associated with cor pulmonale. 
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Since that time a gradual but definite change in post- 
mortem appearances has been noted. Cases of massive 
tuberculo-silicosis have become the exception rather than 
the rule; silicosis of the classical type predominates, 
and as a consequence cases with marked emphysema and 
pleural adhesions are less frequent; silicotic sub-pleural 
plaque formation is also not a prominent feature of 
silicosis as met with today. Although some degree of 
chronic bronchitis is still always described, its significance 
is often doubtful in view of the clinical findings and 
symptoms. 


The clinical picture has also become more favourable. 
The miner with the barrel-shaped chest, the dyspnoeic 
man with bad cough and expectoration, the case of 
distressing cardiac failure; these are much rarer and 
tuberculosis more seldom supervenes. Today, if these 
symptoms are present, some condition other than 
silicosis at once leaps to the mind. 

In spite of these improvements, the miner's fear of 
contracting silicosis, and the psychological impact on 
him when he is certified as suffering from the disease, are 
still as evident as in the past, and often have serious 
physical and economic consequences. Much can be 
done to lessen these by reassurance and by explaining 
the facts concerning the disease. 

The statistical sections of the yearly reports of the 
Silicosis Bureau confirms this favourable progress. They 
show that there has been a progressive decrease in the 
annual incidence of silicosis from 22.39 cases per 1,000 
in the 5 years 1921-1925 to 8.69 per 1,000 in the 5 years 
1946-1950. This survey covers miners in all service 
groups; a better and more accurate picture is obtained 
by calculating the incidence in particular service groups; 
for example, in the group with 10-15 years’ service, the 
incidence rate decreased progressively from 64.08 per 
1,000 in the year 1920-1921 to 4.50 per 1,000 in the year 
1949-1950. 

The incidence of tuberculosis also shows a great 
reduction, from 2.60 per 1,000 in the year 1920-1921 to 
0.79 per 1,000 in the year 1949-1950. 

The following table for miners found for the first time 
to be suffering from silicosis, shows the average duration 
of work in dusty occupations up to the date of certifica- 
tion: 


Time in Time in 
Year months Year months 
1917 — 1928 145 
1918 109 1929 151 
1919 110 1930 157 
1920 114 1931 160 
1921 109 1932 168 
1922 115 1933 181 
1923 113 1934 193 
1924 123 1935 200 
1925 123 1936 209 
1926 130 1937 210 
1927 141 1949 272 


PREVENTION OF SILICOSIS 


Dust prevention is an engineering problem, but it is 
incumbent upon the medical specialist in silicosis to 
give the engineer a standard of safety with regard to the 
concentration of airborne dust at which to aim, and to 


S.A. MEDICAL JOURNAL 


2 October 1954 


set a physical standard for men employed in dusty 
occupations. These are not simply medical problems, 
but require knowledge of the engineering problems 
involved of mining practice, and of working conditions 
both underground and on the surface. 

The physical standard set by the Bureau is based on 
accepted scientific principles evolved as the result of 
years of experience®. In the past the selection of miners 
was limited, as far as possible, to one physical type of 
healthy adult, the robust intermediate type; but later 
the view was adopted that the standard could be varied 
to include other physical types, a procedure which is 
only acceptable when the possible risk in the various 
occupations in the mining industry is known. (The risk 
of contracting silicosis varies considerably with different 
occupations. The Silicosis Act gives the Bureau wide 
powers of differentiation. For instance, it may restrict 
a certificate of permission to work to stated occupations 
in which the risk of silicosis is believed to be less, and it 
may prohibit a man from using his certificate to get 
employment in occupations considered more dangerous.) 

The final criterion in judging of candidates is the X-ray 
appearances of the chest. Obvious reasons for rejection, 
such as opacities and evidence of old infection are final, 
but a thorough knowledge of the variations of the normal 
X-ray appearances of the chest is essential to avoid being 
unjust to the candidate. 

The present knowledge of the pathology of silicosis 
seems to show that all healthy physical types stand an 
equal chance of contracting the disease when working 
under the same conditions. On this assumption, it would 
seem sufficient to reject men, otherwise healthy, who have 
respiratory defects, those who are overweight, hyper- 
ventilators, and the mentally backward. Nevertheless 
objection may be taken to this policy, on the grounds 
that silicosis, as also pure tuberculosis, is more likely 
to develop in men of the poorer physical standards. 


The initial examination of Native labourers presents 
many problems, Experience has taught the mining 
industry many facts about them—medical, sociological 
and psychological—and this knowledge has been applied 
with advantage to improve the economy of the mines 
and the well-being of the Native employee. Many 
problems, however, still remain unsolved. Much may 
be gained by an attempt to classify Natives into physical 
types and to correlate these types with their reactions 
and susceptibility to disease and to changes in their 
environment. Such a classification may help considerably 
to combat tuberculosis, to which the Native—not only 
on the mines—is so prone, and must aid in the selection 
of recruits for various occupations. 


Considering the large number of Natives employed 
in the mining industry, the danger of accepting recruits 
with incipient or latent tuberculosis is always present. 
Underground conditions are extremely likely to cause a 
breakdown of old infection; even old, hard calcified 
tuberculous foci become active with the inhalation of 
silica dust. The answer to the problem of discovering 
tuberculous infection is to put less reliance on stetho- 
scopic examination and more on the extensive use of 
chest radiographs of sufficient size for easy interpretation. 
A greater difficulty lies in the detection of latent root- 
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BENYLIN 


EXPECTORANT 


A Benylin Expectorant® is a palatable cough preparation containing expectorants 
in combination with Benadryl®, an antihistamine compound with antispasmodic 


complete and decongestant properties. 


It assists in the liquefaction and removal of mucus from the upper respiratory 

cough tract, inhibits the cough reflex and has a soothing action on inflamed mucosa. 
Its pleasant raspberry flavour and its freedom from narcotics make Benylin 
Expectorant an ideal children’s cough preparation. 
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gland tuberculosis, common in Natives; the best 
solution seems to be to make X-ray examinations at 
short intervals in order to detect any spread of the 
infection. 


LEGISLATION 


Silicosis in South Africa is distinguished by the legislative 
attention it has received. Since 1911 no fewer than 12 
Acts—principle, amending and consolidating—have been 
passed by Parliament. The phenomenal expansion of the 
mining industry, changing economic conditions, and the 
greater knowledge and experience of silicosis gained over 
the years, are mainly responsible for this. 

Although the fundamental principles of the Silicosis 
Act remain unchanged, certain important modifications 
have been introduced. Today miners who have silicosis 
in the Ist and 2nd stages may continue in their occupa- 
tions, and it is only when they have progressed to the 
3rd stage or have contracted tuberculosis that they must 
stop mining. As silicosis may progress even after a miner 
has ceased to work underground, this law may not find 
favour on medical grounds; but it does find justification 
in the great reduction in the dust hazard, a fact that has 
also made possible the extension of the period at which 
the miner must renew his periodical certificate. Formerly 
a miner, while employed, was required to renew his 
periodical certificate in 1 year or in 6 months, according 
to his length of service. The periods have now been 
extended to 3 years, 2 years or | year, according to 
length of service. 

The Silicosis Act defines silicosis as ‘a pneumoconiosis 
due to the inhalation of dust’. This definition would 
appear to be open to a very wide interpretation, but read 
with other provisions and definitions in the Act the word 
is clearly intended to mean a specific disease caused by 
the inhalation of dust in a specified occupation. 

Under the Silicosis Act silicosis in the Ist stage is 
compensable even though the miner might not necessarily 
suffer any physical disability as a consequence of the 
disease. This departure from a generally-accepted 
principle of compensation was originally based on the 
idea, now discredited, that removal of the patient at this 
stage from the dusty atmosphere would usually arrest 


The first African Conference on Onchocerciasis, convened under 
the auspices of the W.H.O. in Leopoldville, Belgian Congo, from 
1 to 6 October, is a follow-up of the first meeting of the W.H.O. 
Expert Committee held in Mexico in November 1953. 


In Africa about 18,000,000 people are estimated to be suffering 
from this parasitic disease caused by an infection with small 
thread-like worms transmitted by certain species of flies belonging 
to the genus simulium. 


The aim of the Conference, which brought together representatives 
of all interested African territories, as well as a certain number of 
international experts, was to exchange available information on 
the epidemiology of onchocerciasis in Africa, and to study some 
technical and practical aspects of the problem, in order to investi- 
gate the possibility of implementing programmes designed to 
ensure the most efficient control of this disease, which is becoming 
increasingly apparent among the public health problems in some 
parts of Africa. 


In Africa the infection is characterized by three main features: 
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the disease. Three main reasons for it are recognized: 
(1) the view that, although it is unlikely that the miner 
suffers any real injury at this stage, it is nevertheless fair 
and reasonable to compensate him, because of the risk 
that the disease may progress rapidly to the 2nd and 3rd 
stages; (2) the increased danger of contracting tuber- 
culosis; and (3) the psychological shock suffered on his 
being informed that he has contracted silicosis. 

The Silicosis Act distinguishes between open and closed 
tuberculosis—open when tubercle bacilli are found in the 
sputum, and closed when the sputum is negative. The 
Act also stipulates that on tuberculosis being diagnosed, 
the miner must immediately give up his work in dusty 
occupations. The difficulties, from a medical point of 
view, presented by these provisions are immediately 
apparent, and the serious economic and psychological 
consequences following on an inaccurate diagnosis are 
abvious. 


SUMMARY 


Attention is drawn to some aspects of the silicosis 
problem in South Africa. No attempt is made to discuss 
the pathology or the clinical diagnosis, an aspect of the 
disease which has been dealt with fairly extensively in 
the literature on the subject. Stress, however, is laid on 
the decrease in the incidence of silicosis, the importance 
of the initial examination of recruits for the mining 
industry, and some of the less obvious aspects of legisla- 
tion. The question of pulmonary disability needs much 
clarification before this subject can be properly 
approached. 
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ON ONCHOCERCIASIS 


(1) small tumours, which are caused by the adult worms (in 
African patients, these tumours are generally located in the torso 
and limbs); (2) skin rash; (3) eye lesions, often leading to blindness 
through a slow process which may extend over a period of seven 
to eight years. 

In Africa, the infection is widespread, occurring on the West 
Coast from French West Africa to Angola, thus including Liberia, 
Sierra-Leone, Nigeria, Gold Coast, French Equatorial Africa 
and the Belgian Congo; extending eastward across the continent 
to Uganda, Nyasaland and Kenya, and northward to Ethiopia 
and the Sudan. 

Control of onchocerciasis started half a century ago. In the 
early times, eradication of the small flies which transmit the disease 
was a difficult feat, as they live outdoors and lay their eggs on 
rocks and vegetation submerged in running water. Today, however, 
great success is being achieved in many parts of the world with the 
use Of insecticides against the larvae and the adult flies. On the 
other hand, new groups of drugs have shown the possibility of 
controlling the disease. 
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VAN DIE REDAKSIE 


BEDRYFSIEKTES 


Bedryfsiektes is ’n belangrike hoofstuk in die geskiedenis 
van voorsorgsgeneeskunde. Uit die aard van die saak 
is hul by uitstek siektes wat verhoed kan word en baie 
van hul ergste manifestasies is nou dinge van die verlede. 
In die vroeé dae van die huidige industriéle tydperk het 
hierdie siektes as gevolg van onkunde en gevoelloosheid 
welig getier. Kennis omtrent hul oorsaaklike verband 
was uiters beperk, en werknemers was as spandeerbaar 
beskou. Soos kennis toegeneem het en die gewete ont- 
waak het was verskillende maatreéls aangewend om 
beroepsiektes te voorkom—somtyds was dit aan die 
ondernemingsgees van werkgewers en meermale aan 
wetsverpligtinge te danke. Die uitslag was ’n skitterende 
oorwinning vir openbare gesondheid; die verwoesting 
wat beroepsiektes in die verlede gesaai het was egter 
oor die algemeen so onbekend dat die meeste mense nie 
bewus was van die verandering wat plaasgevind het nie. 

In industriéle lande het slegte werksomstandighede in 
die verlede bygedra tot die verhoogde siekte- en sterfte- 
syfers (insluitende die teringsyfer) wat destyds geheers 
het. Daar was ook sekere siektes, baie van hul vergif- 
tigend van aard, wat spesifiek aan spesiale nywerhede 
te wyte was. Loodvergiftiging en silikose (wat deur baie 
aan die plaaslike vergiftigende uitwerking van ingeasemde 
stofdeeltjies toegeskryf word) het, inagnemend die groot 
aantal lyers, miskien die eerste plek onder hierdie siektes 
ingeneem. 

Loodvergiftiging het in baie industrieé voorgekom. Die 
gevaarlikste proses was die vervaardiging en hantering 
van witlood en pottebakkers, (in die loodverglaasel- 
proses) skilders en loodgieters was opvallend daardeur 
getref. Die oplossing was te vinde deur minder skadelike 
stowwe in plaas van lood te gebruik en waar lood nie 
vervangbaar was nie, om tegnieke en voorsorgsmaatreéls 
toe te pas om sodoende die loodkontaminasie van 
werknemers, deur inaseming of op ander maniere, te 
verhoed. As gevolg van hierdie maatreéls is grootskaalse 
industriéle loodvergiftiging afgeskaf alhoewel sporadiese 
gevalle nog voorkom. 

Silikose is van spesiale belang vir Suid-Afrika omdat 
dit mynwerkers in die goudmyne tref. Dit is egter al 
lank ’n kastyding van nywerheidswerkers in ander lande. 
Dit volg op die inaseming van silikose-stofdeeltjies en 
dit rig verwoesting aan in ’n aantal beroepe en tref 
vernaamlik werkers in metaalhoudende myne—by. die 
ou tinmyne van Cornwall en elders—die uitgrawe en 
breek van sekere klipsoorte, en die gebruik van slypstene 
om snywerktuie, naalde en spelde skerp te maak. Die 
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EDITORIAL 


INDUSTRIAL DISEASES 


Industrial diseases constitute an important chapter in 
the history of preventive medicine. By their very nature 
they are eminently preventible, and many of their 
worst manifestations are now things of the past. In 
the early days of the present industrial era they took 
on a florid growth owing to ignorance and callousness. 
Little was known about their causation; and employees 
were regarded as ‘expendible’. As knowledge increased 
and conscience was awakened various measures were 
taken to prevent occupational disease—sometimes 
through the initiative of employers and often under 
statutory compulsion. The result was a signal victory 
for public health; though so little is generally known 
about the ravages of industrial disease in the past that 
most people are unconscious of the change that has 
come about. 

In industrial countries evil conditions of employment 
in the past were one of the factors that contributed to 
the inflated sickness and mortality rates then prevalent, 
including those of tuberculosis. There were also certain 
diseases, many of them in the nature of poisoning, for 
which particular industries were specifically responsible. 
Amongst these lead poisoning and silicosis (which 
many attribute to the local toxic action of the inhaled 
particles) perhaps ranked as the greatest, in view of 
the large number of sufferers. 

Lead poisoning extended into many industries. The 
most dangerous process was the manufacture and 
handling of white lead, and also conspicuously affected 
were the pottery industry (in the lead glazing process), 
painting, plumbing, etc. The remedy lay in the sub- 
stitution of less harmful substances for lead, and, when 
lead was irreplacable, the adoption of techniques and 
pretautions that avoided the contamination of the 
workpeople with lead through inhalation and other 
channels. The result of these measures has been the 
abolition of industrial lead poisoning on an ‘epidemic’ 
scale, though ‘sporadic’ cases still occur. 

Silicosis is of special interest in South Africa because 
of its incidence in the gold mines. It has, however, 
long been a scourge of industry in other countries. 
The result of the inhalation of silicious dust, it caused 
havoc in a number of occupations. Prominent amongst 
these was work in certain metalliferous mines—e.g. the 
ancient tin mines of Cornwall and elsewhere—the 
quarrying and crushing of certain kinds of stone, and 
the use of the grindstone in the sharpening of edge- 
tools, pins and needles. Pottery again had an unenvi- 
able reputation in the prevalence of ‘potters’ asthma’, 
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pottebakkersbedryf het ’n onbenydenswaardige repu- 
tasie gehad vanweé, pottebakkers-asma’—dit was 
silikose wat veroorsaak was deur die inaseming van die 
klipstofdeeltjies waarmee erdewerk somtyds in die oonde 
bedek was en moontlik ook deur ander prosesse. In ons 
land is bevind dat asbeswerkers deur silikose getref word. 

Te danke aan die omvang van die goudmynbedryf en 
die pogings wat deur die bedryf en die staat gemaak word 
om die siekte die hoof te bied, staan Suid-Afrika aan die 
voorpunt van die wéreldstryd teen silikose (en tuber- 
kulose-silikose) en van die verwante mediese navorsing. 
Die twee artikels oor die onderwerp wat in hierdie 
Tydskrif verskyn dui aan dat hierdie progressiewe vorm 
van kroniese siekte aansienlik in die goudmynbedryf 
afneem. 

Ten spyte van die uitstaande oorwinning wat alreeds 
deur maatreéls teen hierdie industriéle siekte behaal is, 
word dit besef dat op die gebied van die mynwerker die 
welsyn van werkers nog voorsorgsgeneeskunde vereis. 

Die aantal geneeshere wat hul aandag op hierdie tak 
van geneeskunde spits neem steeds toe. 
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which was silicosis caused by the inhalation of the 
flint dust with which pottery was sometimes covered 
in the kilns, and possibly in other processes. In this 
country silicosis has been found to affect workers in 
the processing of asbestos. 

Owing to the magnitude of the gold-mining industry 
and the efforts made by the industry and the Govern- 
ment to cope with the disease, South Africa has taken 
a leading place in the world in the campaign against 
silicosis (and tuberculo-silicosis) and in the associated 
medical research. From the two articles on the subject 
published in the Journal this week it will be seen that 
there has been a substantial reduction on the gold mines 
in the incidence of this progressive form of disabling 
chronic disease. 

In spite of the outstanding success already achieved 
by measures directed against industrial disease, it is 
recognized that the welfare of workers in industry is a 
field in which there is still room for useful preventive 
work. Today an increasing number of doctors are 
turning their attention to this branch of medicine. 


TRIITODOTHY RONINE 


For years thyroxine was regarded as the most active 
constituent of the thyroid. Recent studies have shown 
that there is present in the thyroid gland and in the 
blood another compound, /-triiodothyronine* which 
is 3-5 times as active as /-thyroxine as measured by its 
power of preventing goitre,? and of increasing the 
consumption of oxygen in rats.*  Triiodothyronine is 
also found to be 5-10 times as potent as thyroxine in 
releasing ™'I from the thyroid in rats and in its effect 
on the sensitivity to anoxia in mice.‘ It is also known 
to be more potent in the treatment of human myxoe- 
dema. 


It has been suggested that triiodothyronine is the 
true thyroid hormone. It rapidly enters the tissue cells 
from the extracellular space and after exerting its effect 
is rapidly cleared from the intracellular fluid. Thy- 
roxine has a longer action and a slower onset of action; 
possibly thyroxine is slowly changed to triiodothyronine, 
or enters the cells with some difficulty. On the other 
hand it may be that thyroxine is active without being 
metabolized to triiodothyronine. Triiodothyronine 


may be more rapidly metabolized. Possibly the thyroid 
makes two hormones both of which are essential. The 
combined activity of /-triiodothyronine and /-thyroxine 
may account for the biological activity of thyroglobulin. 
Thyroglobulin itself is not found in the blood stream, 
which contains the compounds resulting from its 
break-down into smaller molecules. 

There is much information now available as to how 
thyroid hormone is produced, and a fair amount is 
known about its release from the gland and its trans- 
portation in the blood. Difficulty arises in determining 
what happens to the active principle in the periphery ;° 
but it seems that triiodothyronine and not /-thyroxine is 
the hormone naturally active at tissue level. 
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TUBERCULO-SILICOSIS 


F. S. pu Tort, B.Sc., M.D., D.P.H. 
Member of Silicosis Medical Bureau, Johannesburg 


The niggardly description of this subject in modern 
text-books and journals is evidence that the subject needs 
elucidation. 

The excellent work done by Strachan, Simson and 
Irvine ' more than 20 years ago forms the basis of our 
present knowledge; but since that time conditions on 


the mines have improved to such an extent that the 
clinical picture of silicosis and tuberculo-silicosis has 
materially changed. 

The annual reports of the Miners’ Phthisis Medical 
Bureau (now the Silicosis Medical Bureau) bring out 
two facts; viz. 
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1..that the period of work underground before the 
first radiological and macroscopic evidence of silicosis 
appears has ‘become longer; and 

2. that the number of cases of miners developing 
tuberculosis, apart from silicosis, has not decreased 
appreciably. 

Wet-drilling and improved ventilation underground 
are mainly responsible for the improved silicosis risk. 
Another factor is the higher physical standard required 
by the Bureau for mining recruits. It is, then, a striking 
fact that the incidence of tuberculosis has remained 
practically stationary. This is all the more striking as 
the Bureau is particularly cautious not to accept recruits 
for underground work who show stigmata which might 
predispose to tuberculosis, e.g. calcified root glands, 
asthenic habitus, frequent chest trouble, etc. This is the 
main reason why the incidence of tuberculosis, though 
not declining, remains remarkably low in spite of the 
ideal conditions underground for the tubercle bacillus, 
viz. heat, dampness and lack of sunshine. The mines 
are gradually becoming ‘infected’ with the tubercle 
bacillus owing to the unhygienic behaviour of the non- 
European mine labourer. Many non-European labourers 
with open tuberculosis are working underground—a real 
cause for anxiety. 

For these reasons the underground workers stand a 
bigger chance of contracting a tuberculous infection than 
the men on the surface. That the incidence of tuberculosis 
is not higher speaks volumes for the mine management 
and the Silicosis Medical Bureau. 


Definition. The term ‘tuberculo-silicosis’ can best be 
explained by quoting Simson? verbatim: 

‘The term “infective silicosis” is used in a special sense to desig- 
nate not the mere conjunction of silicosis with infective pro- 
cesses, but the characteristic and distinctive lesions marked by 
excessive fibroid reaction which certain infections are apt to pro- 
duce in the silicotic lung. Such lesions are most commonly the 
result of tuberculous infection, and to these one applies the term 
“tuberculo-silicosis”, but reactions of a broadly similar type may 
result from other infections, e.g. from local “pneumonias”, and 
the general term “infective silicosis” is used to include these 
conditions also. One may, however, for our present purpose 
discuss this characteristic reaction to infection in the silicotic 
lung in terms of tuberculosis, which is immensely the most im- 
portant complication of silicosis’. 


PATHOLOGY 


The silicotic lung can very easily become infected with 


the tubercle bacillus. This may occur before, together 
with, or after, the formation of silicotic nodules in the 
lung. 

It is common knowledge—and the experience of the 
Bureau confirms it—that an old, apparently healed, 
tuberculous focus in the lung or in the root gland may 
break down and give rise to a progressive infection. This 
may occur at any time, but it is especially liable to occur 
when the lung is damaged and the general health impaired 
by silicosis. Many cases are on record where this actually 
happened, and for this reason no recruit is today accepted 
by the Bureau for employment in a dusty occupation 
who has radiological evidence of ‘healed’ foci or any 
other evidence of a previous tuberculous infection. 

Cells laden with dust particles are attracted by an 
infective process in the lungs, and when these dust 
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particles are silica a reaction is set up which is neither 
typically tuberculous nor typically silicotic; so much so 
that the typical tuberculous reaction, i.e. follicle forma- 
tion, aggregation of endotheloid cells and giant-cell 
formation, is frequently, though not always, absent. 
However, this tuberculo-silicotic reaction is in some 
respects characteristic; Simson * describes it as follows: 

‘The tuberculo-silicotic islet attains larger dimensions than 
islets of non-infective type, and usually develops more rapidly. 
Evidence of inflammatory change is commonly seen also in the 
surrounding lung tissue in the form of increased vascularity, 
localized oedema, cellular infiltration, catarrhal change, and later 
true inflammatory fibrosis. If this reaction is extensive, it results 
in the production of an area of “‘infective massive fibrosis”. Similar 
changes occur in root glands. 

The “massive fibrosis’ of tuberculo-silicotic type differs from 
that of the non-infective type in that the central portions of the 
nodules tend to show necrosis, the fibrous tissue growth is exuberant 
and the islets are matted together by an inflammatory fibrosis. 

In more advanced cases there may be marked caseation and 
the picture may then show fibrotic islets embedded in areas of 
caseous tuberculosis’. 

In recent years these infective silicotic lesions are found 
far more frequently in the root gland than in the lung 
tissue. 

At autopsy it is difficult, if not impossible, to detect 
these lesions macroscopically in the early stages. Certain 
features, however, may justify a presumptive diagnosis 
of tuberculo-silicosis. Amongst these are the unusually 
large size of the islet, its grey colour due to its large 
fat content, evidence of its rapid enlargement, and the 
aggregation of these islets in sites where tuberculo- 
silicotic lesions are usually found. It is safest to do the 
biological test, which will in most cases confirm the 
presence of tuberculosis. 

In well-marked cases of tuberculo-silicosis the post- 
mortem diagnosis is easy. The root glands are enlarged 
and steel grey in colour. Usually foci of caseation and 
sometimes calcification are seen. In these cases the 
pleura also shows characteristic changes. Adhesions 
with scarring and sometimes some thickening with 
evidence of emphysema may be detected. In the pleura 
itself the formation of plaques leaves no doubt as to the 
silicotic nature of the lesion. In the lung tissue numerous 
large islets of a grey colour are found, which show a 
tendency to mass together in an area, usually the upper 
lobe, where these lesions are usually seen. The individual 
islets, if still detectable as such, may show areas of 
central necrosis and in these areas eventual cavity- 
formation is not uncommon. 


ROENTGENOLOGY 


When a man’s roentgenogram shows more fibrosis in the 
lung tissue than would be expected at his age, and if, 
with this, there is evidence or presumptive evidence of 
even slight previous tuberculous infection of the hilar or 
peribronchial regions, then the condition is regarded as 
infective, and if the man is a recruit, he is not accepted 
by the Bureau for underground work. Most people who 
produce such a film are of the asthenic type and thus 
in any case debarred from work in a dusty atmosphere. 

It is impossible to make a definite diagnosis of 
tuberculo-silicosis, even if the X-ray film shows evidence 
of silicosis, as long as the lesion is in its initial stage. 


eal 
a 


2 Oktober 1954 S.A. TYDSKRIF 


Later, when the lesion has advanced, the diagnosis can 
be made with reasonable certainty, especially when the 
clinical condition and findings is in accordance. 

In the more advanced cases the diagnosis becomes 
somewhat easier, but the differential diagnosis must be 
fully considered. The nodular fibrosis (usually called the 
silicotic islets) are not so clearly defined and are more 
irregular both in appearance and distribution. Of perhaps 
even greater importance are the areas of consolidation 
which are usually well defined and slowly progressive. 
These, with the increased shadows in the hilar areas, 
make the diagnosis of tuberculo-silicosis fairly certain. 
Usually clinical, X-ray and E.C.G. examination show the 
heart to be in the vertical position. As these individuals 
are mostly of the asthenic type, the finding is not un- 
expected. 

The slowly progressive nature of these lesions is an 
important criterion. In some cases several years elapse 
before any increase in the size and density of the opacities 
can be seen. This shows how important it is to take serial 
roentgenograms and never to come to a definite diagnosis 
on the evidence of a single film. 

Differential Diagnosis. \t must always be remembered 
that a silicotic lung is vulnerable to other infections 
besides tuberculosis, as well as other pathological 
conditions. 

A few conditions may here be mentioned which 
sometimes cause difficulty in the X-ray differential 
diagnosis. 

The commonest condition that may be confusing is a 
tuberculous infection. The well-known X-ray appear- 
ances of pulmonary tuberculosis are totally different 
from those of tuberculo-silicosis, and the more rapid 
advance of the lesions will differentiate it. It should, 
however, be borne in mind that a tuberculo-silicotic 
lesion may at any time break down and cause a rapid 
tubercular spread in the lung. A tubercular infiltration 
has generally from the beginning a much more fluffy 


appearance than tuberculo-silicosis and the margins of 


the opacity are not so well defined. 

The condition which is hardest to distinguish from 
tuberculo-silicosis is fibroid tuberculosis. A differentia- 
tion between these two conditions is often impossible. 
In fibroid tuberculosis the lesion is most commonly 
found in the upper half of the lungs and only seldom in 
the lower. With the development of the fibrous condition 
a gradual shifting of the trachea and mediastinum 
towards the affected side becomes evident. Fibroid 
tuberculosis generally develops much slower than 
tuberculo-silicosis. The industrial history is of no help 
in the diagnosis. 

Other conditions which may cause confusion include 
neoplasms, primary and metastatic, benign tumors, 
fungal infections, and abscess. The clinical investigation 
and serial roentgenograms will in most cases make the 
differential diagnosis comparatively easy. 


CLINICAL FINDINGS 


The clinical history in these cases is extremely difficult 
to evaluate because the majority of mine workers have a 
psychological outlook common to many industrial 
workers, namely, to get more and more for less and less. 
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With this object in view complaints such as insomnia, 
anorexia, cough and dyspnoea are so common and 
unreliable that great care must be exercised by the 
examiner not to be prejudiced in either way but to 
consider them carefully in conjunction with all clinical 
findings. It is not uncommon to hear all these complaints 
from a man who has very short service, no clinical 
abnormalities, and a perfectly normal X-ray and E.C.G. 
On the other hand it does happen very occasionally that 
a man who is really ill, and on clinical examination is 
found to be markedly disabled, refuses for financial 
or other reasons, to admit a single complaint. The onus 
is on the examiner to correlate the symtomatic complaints 
with the clinical findings. Frequently this is no easy 
matter and years of experience are required to come 
to a sound decision. 

In most cases, however, the miner will state that he 
has been coughing for a long time, that the cough is 
either non-productive or that whitish, yellowish or 
darkish phlegm, or a mixture of these, is coughed up in 
variable amounts. Usually this is due to some degree of 
bronchitis or even emphysema or bronchiectasis. The 
tuberculo-silicotic lesion per se has no distinctive 
symptoms, especially at the beginning. In more advanced 
cases a variable degree of dullness, altered breath sounds 
and air entry, etc. will become noticeable. Loss of weight 
and general deterioration of health may for a long time 
not be noticeable. It is the examiner’s responsibility 
to keep a constant eye on these cases; the patient and 
his sputum must be frequently examined and the X-ray 
closely watched for any change. This is necessary in the 
interest of the patient, for sooner or later a breakdown in 
the tuberculo-silicotic lesions must be expected (see case 
records below). As most tuberculo-silicotics die of active 
progressive tuberculosis, every case, as soon as tuberculo- 
silicosis is diagnosed, should be compensated for tuber- 
culosis, quite apart from the silicotic condition of the 
lungs. The large number of case records show that the 
man who develops tuberculo-silicosis will die of tuber- 
culosis unless some unrelated fatal condition intervenes ; 
then, if a tuberculo-silicotic lesion is detected post 
mortem, the case should be considered as silicosis with 
tuberculosis, irrespective of whether any evidence of 
overt tuberculosis is detected. 


CASE HISTORIES 


Case 1. E.B., White male, age 73. Eight years 7 months’ service 
between 1913 and 1927. Started complaining of cough and short- 
ness of breath in 1923, when only marginal crepitations heard. 
In 1927 and again in 1929 had attacks of pneumonia. In 1933 
rhonchi noticed for the first time, over both lungs. Died May 
1952; cause of death not given. 

In 1931 X-ray showed generalized medium mottling, with 
rather infective appearance. In 1943 a diffuse opacity noticed in 
- right mid-zone as well as some scattered calcarious nodules 
(Fig. 1). 

Post-mortem findings: Root glands moderately enlarged and 
deeply pigmented—tuberculo-silicotic. Pleurae deeply pigmented; 
large number of palpable plaques. Lungs on section show moderate 
increase in pigment, aggregated in discrete islets, a moderate 
number of which are palpable. A massive area of tuberculo- 
silicosis present at the left apex. No overt tuberculosis in lung 
substance. Heart: Atheroma of aorta and coronary vessels. 


Case 2. T.S., White male, age 80. Six months’ (plus occasional) 
service between 1903 and 1931. Complained of cough and dyspnoea 
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Fig. 1. The roentgenogram is misleading in so far as the opacity appears to be in the right middle lobe. Films taken previous to 
this one, however, show a diffuse opacity in the left upper lobe. Fig. 2. The roentgenogram shows very little silicosis but definite 
emphysema. The tuberculo-silicotic mass in the left lower zone is clearly seen. Fig. 4. This is a case where the tuberculo-silicotic 
masses have formed cavities. In spite of the fact that no evidence of active tuberculosis was found at the time of his death, it is 
obvious that an active tubercular spread was not far off. Fig. 5. A slight degree of silicosis and only small foci of tuberculo silicosis. 
Fig. 6. A case of well marked tuberculo-silicosis together with active tuberculosis. Fig. 7. The tuberculo-silicotic mass, which 
must have been small, was apparently obscured by the clavicle in the antero-posterior film. It was only observed after a spread 
from this focus had already taken place. Fig. 8. The miliary spread of the tuberculosis through the lungs is undoubtedly second- 
ary to the tuberculo-silicosis. Fig. 9. Radiologically it is impossible to distinguish this condition from tuberculosis. The only 
evidence in favour of malignancy is the repeated negative sputum examinations. This is a case of apparently slow pro- 
gressing malignant growth. Fig. 10. The carcinoma is entirely independent of the tuberculo-silicosis. The carcinoma killed 
him before a tuberculous infection could supervene. 


since 1934, when arteriosclerosis and emphysema diagnosed. thought at the time to be thickening of the pleurae. Previous 

Bronchitic since 1935. Last examination at the Bureau 1942. X-rays within normal limits (Fig. 2). 

Died in October 1951 of uraemia. Post-mortem findings: Root glands moderately enlarged, 
In 1942 X-ray showed diffuse opacities in both lower zones, deeply pigmented, and some tuberculo-silicotic. Pleurae moder- 
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ately pigmented; an occasional palpable plaque. Most of the 
pleurae obscured by chronic pleurisy. Lungs on section show 
moderate increase in pigment aggregated in discrete islets, an 
occasional one to a few of which are palpable. Also area of con- 
glomerate tuberculo-silicosis in sub-pleural area of left lung, 
confirmed on microscopic sections. A degree of chronic hyper- 
trophic vesicular emphysema present. Chronic bronchitis. Heart: 
Normal in size. Commencement of the aorta shows slight athe- 
roma, thoracic aorta extensive atheroma, and coronary arteries 
patches of atheroma. 


Although this man only worked underground occesionally, 
the period between 1903 and 1916 was very dangerous, because 
all drilling was then still done without water. Undoubtedly he 
contracted his silicosis during that period. 


Case 3. J.C., White male, age 45. Fifteen years 3 months’ 
service between 1903 and 1920. In 1922, 2 years after last working 
underground, started complaining of cough and dyspnoea. In 
1929 some consolidation noted clinically at both uppers. All 


specimens of sputum negative for T.B. Died April 1932, cause of 


death given as fibrosis of the lungs, oedema of the lungs and (7?) 
tuberculosis. 


In 1925 X-ray showed generalized aborization with medium 
to large mottling, diffuse opacities at both uppers, infective (Fig. 3). 


Fig. 3. Comparatively short service but worked during the 
period of dry-drilling. In spite of the very infective nature of 
the film and the massive tuberculo-silicosis, there was no 
active tuberculosis yet at the time of his death. 


Post-mortem findings: Root glands much enlarged and tuber- 
culo-silicotic. In one on right side small calcareous focus. Pleurae 
much thickened over apical lobes; adhesions; increase in pigment 
with some plaque formation. Lungs on section show increase in 
pigment, aggregated mainly in areas of massive fibrosis—-tuberculo- 
silicotic in type—in apical lobes. A few sparse large palpable 
islets present in the remaining lung substance. No overt tuber- 
culosis. 


Case 4. J.L., White male, age 82. Six years 1 month’s service 
between 1912 and 1926. In 1921 started to complain about severe 
shortness of breath and in 1925 about coughing. Only in 1937 
moist sounds audible over bases the lungs. Last examined by the 
Bureau in 1943, when his weight was 132/164 Ib., pulse 100. 
Died May 1952; the cause of death given as basal pneumonia. 

In 1934 X-ray showed generalized arborization, with partial 
small mottling, infective. In 1937 it was suggestive of tuberculosis, 
and in 1939 showed diffuse opacities at both uppers (Fig. 4). 

Post-mortem findings: Root glands moderately to markedly 
enlarged, deeply pigmented and_tuberculo-silicotic. Pleurae 
deeply pigmented; moderate number of palpable plaques; numer- 
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ous tags of fibrous adhesions over both lungs. Lungs on section 
show moderate increase in pigment, aggregated in discrete islets, 
a moderate number of which palpable. Also several small areas 
of massive tuberculo-silicosis in both lungs. Chronic bronchitis 
and wide-spread vesicular emphysema. Bullous emphysema in 
apex of left lung. One or two of the massive areas of tuberculo- 
silicosis of left lung show cavitation; no evidence of active tuber- 
culosis in lung substance. 


Case 5. D. McK., White male, age 69. 21 years 6 months’ 
service between 1916 and 1940. In 1926 developed spastic paralysis. 
In 1938 started to complain about cough and dyspnoea. In 1939 
rales first noticed over both bases, 3 sputa produced which were 
positive for T.B. 26 sputa examined subsequently all negative. 
Emphysema diagnosed in 1939. Died June 1950 of coronary 
thrombosis. 

In 1939 X-ray showed generalized arborization with diffuse 
opacity at right upper and left mid-zone, infective (Fig. 5). 

Post-mortem findings: Root glands slightly enlarged, deeply 
pigmented, some fibrosed the tuberculo-silicosis in the root glands 
was apparently missed by the pathologist). Pleurae deeply pig- 
mented; a few palpable plaques. Lungs on section show moderate 
increase in pigment, aggregated in discrete islets, a few of which 
are palpable and one or two foci of conglomerate tuberculo- 
silicosis at left apex. Well-marked apical and marginal emphysema. 
Chronic bronchitis. Heart shows gross coronary atheromatosis. 

Because the 3 positive sputa were not taken under supervision 
in 1939, they were not accepted by the Bureau as genuine. This 
was proved at the post-mortem examination to have been a very 
wise procedure. 


Case 6. S.S., White male, age 54. 17 years 7 months’ service 
between 1913 and 1935. In 1920 was complaining of a constant 
cold, severe cough and shortness of breath; weight 151} /153 Ib. 
Rhonchi first noted in 1929. 

In 1930 Ancylostoma duodenale detected in stool; blood ex- 
amination: R.B.C. 3,440,000, colour index 0-80, Hb. 46, leu- 
cocytes 10,400 (polymorphes 66°, large mononuclears 2%, 
lymphocytes 31%, eosinophils 1°, mast cells nil), erythrocytes 
showed marked anisocytosis, poikilocytosis and ackromia, many 
showed marked polychromasia, no nucleated red cells seen. 

In March 1935 general condition quite fair and no evidence, 
radiological or clinical, of active tuberculosis. In November 1935 
weight dropped to 119 Ib., looked acutely ill, pulse 128, signs 
consistent with active tuberculosis on left side; sputum positive 
for first time. Died November 1936. 

In 1935 X-ray showed moderate increase in linear striation 
suggestive of tuberculosis on the left side (Fig. 6). 

Post-mortem findings: Root glands much enlarged, deeply 
pigmented and show tuberculo-silicosis. Well-marked chronic 
pericarditis. Pleurae: Surfaces marked by dense adhesions but 
suggestive indications of marked increase in pigment. Lungs on 
section show very marked increase in pigment aggregated in 
nodules, and small massive areas of silicotic fibrosis. Gross 
active tuberculosis in both lungs associated with the pigmented 
fibrosis. Large tubercular cavities in the left apical zone. Heart 
and kidneys: no significant lesions. 


Case 7. J.W., White male, age 45. 16 years 3 months’ service 
between 1925 and 1944. Perfectly well until 1944, when sudden 
drop in weight of 14 Ib. Several specimens of sputum positive for 
T.B. After pneumothorax treatment seemed to improve. Died 
January 1952 of pulmonary tuberculosis. 

First abnorma! X-ray November 1942, when it had very infective 
appearance. In May 1943 diffuse opacity in left upper (Fig. 7). 

Post-mortem findings: Root glands moderately enlarged, deeply 
pigmented and tuberculo-silicotic. Chronic pleurisy on left side. 
Lungs on section show marked increase in pigment; a moderate 
number of palpable islets. Areas of conglomerate tuberculo- 
silicosis in left lung. Active tuberculosis with cavitation in left lung, 
microscopic sections showing: islets of tuberculo-silicosis and foci 
of active tuberculosis, metaplasia of the cells to a bronchiolar type 
of epithelium in many areas, numerous pigment-laden alveolar 
phagocytes in the alveoli, and areas of diffuse fibrosis. 


Case 8. E.B., White male, age 78. 19 years 8 months’ service 
between 1921 and 1941. Never had any complaints apart from 
slight shortness of breath, nor any abnormal pulmonary findings. 
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At last examination by the Bureau in 1941 weight 172/151 lb. and 
found fully fit for light work. Sugar and acetone first noted in 
urine in 1940; received adequate treatment. Died April 1952; 
cause of death was given as right basal pneumonia, congestive 
cardiac failure and diabetes. 

All that X-ray showed in 1941 was a moderate increase in linear 
striation with very marked peribronchial thickening (Fig. 8). 

Post-mortem findings: Root glands moderately enlarged, deeply 
pigmented and some tuberculo-silicotic. Pleurae moderately to 
markedly pigmented; moderate number of palpable plaques. 
Lungs on section show moderate increase in pigment aggregated 
in discrete islets, a few of which are palpable. Well-marked chronic 
vesicular emphysema in both lungs. Also small foci of tuberculo- 
silicosis in the extreme apices. Foci of miliary haemotogenous 
tuberculosis in the lung substance. Bronchi thickened. Heart: 
Normal in size. Moderate atheroma of the aorta and coronaries, 
with calcification. 

The cause of death given by an outside doctor certainly does not 
tally with the post-mortem findings. 


Case 9. P.P., White male, age 59. 17 years 3 months’ service 
between 1919 and 1938. In 1925 started complaining of cough and 
dyspnoea. In 1935 rhonchi heard for the first time. In May 1949 
weight 189/178 Ib. Deteriorated and in March 1952 weight 163 178 
Ib. At last examination at the Bureau bilateral rhonchi and crepita- 
tions over both bases. Sputum negative for T.B. throughout. 
Died June 1952, and cause of death given as carcinoma of the lung. 

Since October 1951 X-rays showed generalized small mottling 
with diffuse opacities in the upper and middle zones right, suggestive 
of tuberculosis (Fig. 9). 

Post-mortem findings: Root glands moderately enlarged, 
moderately pigmented and tuberculo-silicotic; Some calcified. 
Pleurae moderately pigmented; large number of palpable plaques. 
ty tags of fibrous adhesions over both lungs, more marked over 
left lung. 

Lungs on section show a marked increase in pigment aggregated 
in discrete islets, many palpable, particularly in right lung, where 
apical lobe shows an area of irregular pigmented fibrosis and 
tuberculo silicosis. Chronic bronchitis and emphysema. In right 
lung carcinoma of main bronchus. Microscopical section from 
right root area shows infiltration of the lung and bronchial wal! by a 
squamous carcinoma. No overt tuberculosis in the lung substance. 
Heart: Enlarged — to dilatation and hypertrophy of the left 
ventricle. Atheroma of aorta. 


Case 10. K.L., White male, age 62. 11 years 10 months’ service 
between 1909 and 1940. Since 1939 complained of cough and 
dyspnoea. In 1941 marginal crepitations heard. In 1948 diagnosis 
of malignancy (pulmonary) made clinically; weight had dropped 
23 Ib. in 6 months; his pulse (sitting) 100. Died January 1949; 
cause of death given as bronchogenic carcinoma. 

In 1947 X-ray showed generalized arborization with partia! small 
mottling and calcareous nodules. In June 1948 it showed the same, 
together with diffuse opacity and consolidation of the right lower 
suggestive of neoplasm (Fig. 10). 

Post-mortem findings: Root glands moderately enlarged, deeply 
pigmented and densely fibrosed; some calcified, some definitely 
tuberculo-silicotic. Pleurae moderately pigmented; moderate 
number of palpable plaques. Lungs on section show a moderate 


number of which are palpable, also a large area of conglomerate 
Moderate degree of chronic 


tuberculo-silicosis at left base. 


Protrusion of the abdominal contents into the supra- 
diaphragmatic compartment may occur through any of 
several openings in the muscular barrier between 
abdomen and thorax. The opening may be due to 
congenital defect or it may be the result of trauma. 
Eighty per cent of all diaphragmatic herniae result from 
protrusion >of part of the stomach through the oesopha- 
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geal hiatus, and discussion will thus mainly appertain to 
this not uncommon condition. 
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bronchitis. Microscopic sections from tuberculo-silicotic area show 
grossly necrotic neoplasm in which the few surviving cells have the 
histological features of a squamous carcinoma of bronchial origin; 
no evidence of active tuberculosis. Heart: fibrinous pericarditis. 


CONCLUSION 


The development of tuberculo-silicosis is entirely 
independent of the degree of silicosis present—the cases 
quoted above show that it may develop with minimal 
degree of silicosis. On the other hand, it is often asso- 
ciated with a very marked degree of silicosis. It is 
important to note that in every case, in spite of case 5 
reported here, the primary infection is in the root glands. 

Another important fact which is clearly illustrated by 
the cases mentioned is that the tuberculo-silicotic lesion 
may develop in any part of the lung. The upper lobes are 
more frequently the seat of the lesion but this is certainly 
not invariably the case, and in a fair proportion of cases 
the lesion is found in the bases. 

Although only a few case-histories have been given 
where active tuberculosis developed in the tuberculo- 
silicotic lung, it is obvious from the large number of 
cases available that active tuberculosis is the final 
outcome of the large majority of these cases. For this 
reason it seems obvious that every case with tuberculo- 
silicotic lesions in the lung substance should, from the 
point of view of compensation, be considered as a case of 
active tuberculosis. 


SUMMARY 


1. Tuberculo-silicosis is a disease entity and not merely 
tuberculosis plus silicosis. 

2. The pathology of tuberculo-silicosis is described. 

3. The differential diagnosis from other pulmonary 
pathological lesions is difficult and sometimes impossible 
ante mortem. 

4. As far as compensation is concerned, tuberculo- 
silicosis should be considered in the same catagory as 
simple tuberculosis. 

5. Ten typical case histories with the post-mortem 
findings are described. 
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DIAPHRAGMATIC DEVELOPMENT 


The diaphragm has a complicated development from 4 
separate mesodermal elements which normally fuse, viz. 
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That the Diabetic 


‘WELLCOME’. 
INSULINS 


are made in Great Britain 


x 


may lead a life... 


The range of ‘Wellcome’ brand Insulins is designed to meet the 
needs of any diabetic person. It comprises— 


Insulin, 20, 40 and 80 units per c.c., each in bottles of 5 and 10 c.c. 
Globin Insulin (with Zinc), 40 and 80 units per c.c., each in 
bottles of 5 c.c. 

Protamine Zinc Insulin, 40 units per c.c., in bottles of 5 and 
10 c.c., 80 units per c.c., in bottles of 5 c.c. 

Isophane Insulin (N.P.H.), 40 and 80 units per c.c., each in 
bottles of 10 c.c. 

Insulin Zinc Suspension—Lente, 40 and 80 units per c.c., each 
in bottles of 10 c.c. 

Insulin Zinc Suspension (Amorphous)—Semilente, 40 and 
80 units per c.c., each in bottles of 10 c.c. 

Insulin Zinc Suspension (Crystalline)—Ultralente, 40 units 
per c.c., in bottles of 10 c.c. 


BURROUGHS WELLCOME & CO. (THE WELLCOME FOUNDATION LTD) LONDON 


DEPOT FOR SOUTH AFRICA: 


BURROUGHS WELLCOME & CO. (SOUTH AFRICA) LTD., 5, Loop Street, CAPE TOWN 
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safe, effective treatment 
of hypertension 


Nearly every patient with essential 
hypertension is a candidate for 
Raudixin treatment. Raudixin is 
safe, and often highly effective. 


Raudixin controls most cases = 300 
of mild to mederate labile Ee 
hypertension, and some severe cases E i250 
Because of its safety, é 
it is the drug to try first. | 3 "i 
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F Step 23 Raudixin, 100 mg. b.i.d. 


If blood pressure is not adequately 2 300 
controlled in two weeks, 
Vergitry! (veratrum) may be added E 250 
to Raudixin. This brings most of | 
the remaining patients under control 3 200 > Vergitryl added, 
Ss 1 tablet t.i.d. 
a ¥ 
a 


St 


For the few patients resistant to this | 22 2% Other drugs added 
combined regimen, a more potent p a 
drug may be added, for example, | E BO——_Vergitryl added 
hexomethonium. The most potent v 
drugs, which are potentially dangerous 3 200 — —§—_- 
cre thus used only as a last a 
resort in the most refractory cases. a 
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RAUDIXIN 


Squibb Rauwolfia 
Raudixin contains the whole powdered root RAUDIXIN VERGITRYL 
of Rauwolfia serpentine. The wide clin Squibb Rauwolfia Serpen- Squibb Veratrum viride 
tina 50 mg. tablets. | fraction 1 unit tablets. 
experience to date still makes the whole crude Bottles. of 100 | Bottles of 50. 
root the preferred form of the 


Further information and literature is available from 


PROTEA PHARMACEUTICALS LTD. 


7, NEWTON STREET, WEMMER, JOHANNESBURG P.O. BOX 7793 TEL. 33-2211 
ALSO AT CAPE TOWN, PORT ELIZABETH, EAST LONDON AND DURBAN 


SQUIBB "RAUDIXIN’ IS A TRADE MARK 
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. . to obtain maximal objective signs of 


improvement in articular function while receiving safe, 


suppressive doses of cortisone, it is essential to 


utilize a program of treatment that includes physical 


medicine”! 


The above quotation is taken from 
a recent report in the Journal of the 
American Medical Association giving 
comparative results of treatment of 
two groups of patients hospitalized 
with rheumatoid arthritis. 

The physical medicine used in this 
study consisted of salicylates, proper 
diet, adequate rest and, in some in- 
stances, special articular supports. 

Salicylate therapy . . . used with the 
control group of 34 patients... 
achieved a “marked or moderate” 
improvement of 80%. When Cortisone 
was administered simultaneously with 
salicylates to a group of 54 patients a 
slightly better result . . . only 5% better 
... Was recorded. 

When it is remembered that 
rheumatoid arthritis (the only arthritic 
disorder for which cortical hormones 
are indicated) accounts for an ex- 
tremely small proportion of those 
afflicted with arthritic and rheumatic 
disorders, the proved effectiveness of 
salicylate therapy takes on added 
importance. 


Confirmation of the value of sal- 
icylate therapy has been provided by 
clinical tests in Great Britain and 
Canada using the BER MIDE formula. 
This is of particular interest to South 
African physicians now making the 
“BERMIDE 


BERMIDE oral therapy may be 
freely prescribed for osteoarthritis, 
infectious and rheumatoid arthritis as 
well as for rheumatism, rheumatic 
fever and various forms of neuritis 
and sciatica. BERMIDE is well 
tolerated ...safe for prolonged ad- 
ministration . . . relieves symptons 
promptly ...controls metabolic dis- 
turbances. . restores normal physio- 
logical action... and BERMIDE is 
moderate in cost. 


'Gordon, M. Martin; Polley, 
Howard F.; Anderson, Thomas 
D.; Physical Medicine Plus Cor- 
tisone for Rheumatoid Arthritis, 
J.A.M.A., vol. 148, No. 7, Feb- 
ruary 16, 1952. 


THE “BERMIDE TEST” 
*The Pan Pharmacals Company 
is offering supplies of BERMIDE 
—gratis—to physicians for them 
to make their own “‘BERMIDE 
TEST” with two patients 
suffering from Arthritic or 
Rheumatic disorders. 

On receipt of a request from you, 
we will send you the large-size 
dispensing bottle of 500 BER- 
MIDE tablets with complete 
recommendations for dosage. 
Additional supplies will be fur- 
nished as required. 


BERMIDE is manufactured under 
licence and is the trademark of this 
product. 


BWBerrmide 


THE PAN PHARMACALS COMPANY 
P.O. BOX 4247 — JOHANNESBURG 
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HOW IRRITATING ... it is when a sting, a rash or 


an insect bite robs the day of its pleasure, the 
night of its rest. Yet how easily ANETHAINE 
dispels the discomfort such skin affections bring. 
Soothing, swift to act, it ends the itching and 
pain in minutes — welcome relief that lasts for 
two hours or more. Small amounts suffice and, 
being non-greasy, the ointment is clean to use 
and easily washed from skin or clothing. 
ANETHAINE Ointment 


Trade Mark 
in minutes—pain relief for hours 
1% amethocaine in water miscible base. }-oz. tubes. 


VW GLAXO LABORATORIES (s.A.) (PTY.) LIMITED, P.O. BOX 9875, JOHANNESBURG 
AGENTS: M. & J. PHARMACEUTICALS (PTY.) LIMITED, P.O. BOX 784, PORT ELIZABETH 


calling a spade a spade 


If ec: plain words win the day, they do when describing Cytamen. 


CYTAMEN is vitamin B,, and nothing but B,, 


. .. and in these plain words there is a wealth of meaning. For 
one thing, they reveal that Cytamen has no unknown factors. . . 

no undesirable constituents that might give rise to side reactions. 
Again, because Cytamen is the pure crystalline substance, 

its potency is absolutely consistent . . . its effect known and 
unvarying. This being so, the doctor knows with certainty 
that if the patient shows a variable response to treatment, 

it is not—and cannot be—due to the product. 

Sound reasons these for prescribing Cytamen 

in anti-anaemia therapy. 


CYTA M EN Injection of crystalline vitamin Bra 


Trade mark 


20, 50 and 100 micrograms vitamin By per cc. In boxes of 6 | cc ules; also 1,000 micrograms By, per cc., in 3x 1 cc. ampoules 


GLAXO LABORATORIES (S.A.) (PTY.) LIMITED, P.O. BOX 9875, JOHANNESBURG 
Agents: M. & J. Pharmaceuticals (Pty.) Limited, P.O. Box 784, Port Elizabeth 
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the septum transversum, the dorsal mesogastrium and the 
2 pleuro-peritoneal folds. 

The septum transversum forms the central tendon and 
main mass of the diaphragm, and failure of descent from 
its original position caudal to the pericardium results in 
one variety of eventration of the diaphragm. The dorsal 
mesogastrium provides the 2 crura and the dorsal portion 
of the diaphragm. The two lateral pleuroperitoneal 
folds, which during the Sth-8th weeks of intra-uterine 
life project from the primitive body wall, fuse with the 
other components to close off the pleuro-peritoneal 
canals. 

Muscularization of the primitive diaphragm proceeds 
from the cervical myotomes, and hence its innervation 
by cervical nerves 3, 4 and 5. 

With the failure of fusion certain abnormal openings 
may persist: 

(1) Foramen of Bochdalek. This is a persistent pleuro- 
peritoneal canal resulting from failure of fusion between 
the dorsal element and a lateral fold. It is more common 
on the left side, because on the right side closure is aided 
by the liver. 

Herniation into the thorax through this defect may be 
so massive that all the abdominal contents except the 
liver lie in the chest. This gross degree of herniation is 
usuaily incompatible with life. Failure of muscularization 
of this region may permit the formation of a hernia 
covered by a peritoneal sac. Clinically the case may 
present in infancy or childhood with varying degrees of 
dyspnoea, cyanosis and vomiting. 

(2) Foramen of Morgagni. Failure of fusion between 
the lateral and ventral portions occurs, though rarely, 
providing an anterior substernal defect which permits 
herniation. Occasionally there is an associated bifid 
sternum. Though, usually, abdominal contents escape 
through this defect into the thorax, occasionally thoracic 
contents (e.g., heart and pericardium) prolapse into the 
abdomen. 

(3) Dorsal defect. Herniation may occur, though 
again rarely, through the dome of the diaphragm, or 
through a defect between the crura. 


TRAUMATIC HERNIA 


Trauma to the diaphragm is generally caused by 
penetrating stab or bullet wounds, though crush injuries 
have occasionally been known to tear the diaphragm. 
Herniation of abdominal contents into the thorax may be 
immediate, but not infrequently the defect heals with 
fibrous tissue, which gradually stretches to form a hernial 
sac. 


HIATUS HERNIA 


Protusion of part of the stomach through the widened 
oesophageal opening, is the commonest type of 
diaphragmatic hernia presenting in adult life. Apart from 
the infrequent case of the true congenitally short 
oesophagus, hiatus hernia occurs mainly in the thickset, 
obese, middle-aged individual, and is slightly more 
common in females than in males. 

The Oesophageal Hiatus. The oesophagus passes 
through the diaphragm at the level of the 10th thoracic 
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vertebra, with it being transmitted the vagus nerve and 
the oesophageal branch of the left gastric artery. The 
elliptical oesophageal opening may be considered as 
being formed by the splitting of the medial fibres of the 
right crus. The right crus is larger and longer than the 
left, and arises from the anterior surfaces of the bodies 
and intervertebral cartilages of the upper 3 lumbar 
vertebrae, while the left crus arises from the corres- 
ponding parts of the upper 2 only. The medial tendinous 
margins of the crura meet in the mid-line to form an 
arch across the front of the aorta. The medial fibres of 
the right crus then ascend on the left side of the oesopha- 
geal opening. 

The Oesophago-Phrenic Membrane. Fixation of the 
diaphragm to the lower end of the oesophagus and to 
the cardia of the stomach is obtained by a condensation 
of fibro-elastic tissue, viz. the oesophago-phrenic 
membrane. The membrane has its origin lateral to the 
muscular ring of the hiatus, over which it passes, and 
fills the space between diaphragm and oesophagus, being 
inserted into the lower 2 cm. of oesophagus and the 
upper 2 cm. of stomach (Fig. 1). Laxity of this membrane 
occurring as part of the degenerative changes of 
advancing years determines the first phase in the retrac- 
tion of the subdiaphragmatic oesophagus and the 
development of a sliding hiatus hernia. 


Fig. 1. Normal anatomical relationship of the oesophago-phrenic 
membrane. M-=oesophago-phrenic membrane. D=diaphragm. 
P=pleura. FR=fatty ring. A=cardia. S=stomach. 


Types of Hiatus Hernia 


There are 3 types of hiatus hernia, viz. (1) oesophago- 
gastric hernia, (2) para-oesophageal hernia and (3) short- 
oesophagus type. 

Ocesophago-gastric or Sliding Hernia. With increasing 
laxity of the oesophago-phrenic membrane, the increasing 
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Fig. 2. 12-months-old infant with a congenitally short oesophagus, 
peptic oesophagitis and stenosis treated by phrenic crush and 
periodic dilatations. 


mobility and retraction of the subdiaphragmatic oesopha- 
gus permits the cardia of the stomach to pass into the 
thorax. The sphincteric action of the right crus becomes 
progressively more incompetnet and with loss of the 
normal angulation between oesophagus and cardia, 
reflux of gastric contents occurs up the lower oesophagus. 
At this stage the hernia is truly sliding, being produced 
by stooping or by lying recumbent in bed, whilst in the 
upright position or when propped up in bed the hernia 
remains reduced. Should conservative treatment be 
instituted, the patient is advised to sleep in the propped- 
up position and to avoid bending or stooping. The 
importance of barium study with the patient in the 
Trendelenburg position may thus be readily appreciated, 
else the condition may be missed. 

Peptic oesophagitis ensues after a varying interval of 
time, owing to the continual reflux of gastric contents, 
and, unless halted by adequate treatment, results in 
ulceration, fibrosis and oesophageal stenosis. 

Fibrosis ultimately involves the peri-oesophageal 
tissues, as a result of which the hernia becomes fixed in 
the chest, with shortening of the oesophagus and a fixed 
thoracic stomach. The short-oesophagus type of hiatus 
hernia is generally an acquired lesion due to the sequence 
of events described, but the occasional case associated 
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with congenital short oesophagus does occur, as is 
demonstrated in case 1. 


Case 1. Within 3 weeks of birth child A.D. presented with 
vomiting and regurgitation of feeds, constipation, and failure to 
gain weight. An erroneous diagnosis of congenital pyloric stenosis 
was made elsewhere, and a needless operation was performed. The 
child was then referred to the Childrens Hospital, Manchester, for 
investigation and barium study, which disclosed a congenitally 
short oesophagus with a thoracic stomach. Treatment was refused 
by the parents and the child was not seen again till a year later, by 
which time peptic oesophagitis had resulted in a tubular oesophageal 
stenosis. A phrenic crush was performed and periodic oesophageal 
dilatations permitted the child to swallow and gain weight (Fig. 2.) 


Case 2. Mr. M.M., aged 57 years, had suffered several minor 
haematemeses over a period of 3 years. Dyspepsia had become 
marked during the past year, not responding to medical measures. 
Barium study disclosed the presence of a fixed hiatal hernia with a 
small oesophageal ulcer (Fig. 3). Repair was performed through 
a thoracotomy incision, the opportunity being taken of excluding 


Fig. 3. Fixed hiatal hernia with reflux oesophagitis and ulceration 
repaired by thoracotomy. 


gastro-duodenal and gall-bladder lesions through the diaphragmatic 
incision. 


Para-oesophageal Hernia. Protrusion of the fundus of 
the stomach or of a portion of the lesser curvature occurs 
alongside the oesophagus, but, as the position of the 
cardia remains undisturbed, oesophageal reflux does not 
occur and thus peptic oesophagitis does not complicate 
the hernia unless gastric heteropia exists in the lower 
oesophagus, or a para-oesophageal and sliding hernia 
co-exist. 
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Case 3. Miss A.C., aged 46 years, demonstrated the clinical and 
radiological features of a co-existent para-oesophageal and sliding 
hernia (Fig. 4). The presence of post-prandial dyspepsia was 
markedly aggravated by stooping, whilst epigastric discomfort was 
pronounced when lying flat in bed. These features indicated the 
presence of reflux oesophagitis, whilst radiologically the fundus of 
the stomach could be seen compressing the lower oesophagus. At 
thoracotomy a large hiatal defect was found, permitting the 
¢o-existence of both types. 


Fig. 4. Barium swallow demonstrates an extrinsic obstruction of the 
lower oesophagus due to a para-oesophageal hernia. Repair was 
performed by a thoracic approach. 


Clinical Features 


The dysphagia-dyspepsia syndrome 
associated with hiatus hernia, 
symptoms will obviously depend on the type of hernia 


is classically 
but the presenting 


and on the severity of complications. These may be 
classified as follows: 


1. Mechanical— 


(a) Dysphagia. This may be the presenting feature in 
para-oesophageal hernia, being due to extrinsic 
pressure on the gullet, or it may present in a 
fixed hiatus hernia with peptic oesophagitis or 
oesophageal stenosis. 


Vomiting. It is more correct to refer to this as 
regurgitation, since it is due to the reflux of gastric 
contents soon after a meal, through the incom- 
petent cardia. 


Angina. Spasm of the cardia may, after a meal, 
precipitate a classical attack of angina pectoris, 
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but careful enquiry may elicit the fact that gentle 
exercise such as walking relieves it. 


2. Inflammatory— 


(a) Discomfort and Pain. When peptic oesophagitis 

proceeds to oesophageal ulceration, dyspepsia, 
praecordial discomfort, and pain in the back 
between the shoulder-blades, may be the present- 
ing features. 
Haematemesis. Inflammatory hyperaemia, or 
frank ulceration, may be the cause of a haema- 
temesis which though usually slight may be 
massive. 


3. Deficiency. Hypochromic anaemia may result from 
chronic blood-loss from the lower oesophagus, and 
dietetic deficiencies with proportionate loss of weight 
may result from dysphagia and vomiting. 

Diagnosis 

Awareness of the common incidence of hiatal hernia 
is the first prerequisite to diagnosis. It is a frequent 
cause of dyspepsia, and the severity of symptoms does 
not depend on the size of the hernia. It depends essen- 
tially on the degree of incompetence of the cardia and on 
the effect of gastro-oesophageal reflux. There are no 
clinical signs indicative of this condition, though the 
auscultation of bowel-sounds in the chest would suggest 
that a diaphragmatic defect is present. 

Barium studies are a sine qua non in the elucidation of 
the dyspepsia-dysphagia syndrome. The Trendelenburg 
position is necessary to afford visualization of the 
oesophageal reflux. 

The possibility of associated lesions may call for a 
search for gall-bladder disease, duodenal ulceration or 
diverticulitis. A fractional test-meal should be performed, 
for should a climbing titre be found it may, in the 
occasional case, indicate the necessity for a vagotomy 
during the mobilization of the oesophagus. 

An oesophagoscopy is not required as a routine but, 
where morbid changes such as oesophageal ulceration 
or stenosis are present, this investigation should not be 
omitted, especially if malignant changes are suspected 
in a distorted lower oesophagus. Biopsy of any suspicious 
area should not be omitted. 


TREATMENT OF DIAPHRAGMATIC HERNIA 


The surgical principles of hernia management, viz. 
reduction of contents to the parent cavity and closure of 
the defect, appertain to the diaphragm as elsewhere, but 
special considerations of surgical technique apply. 

(A) Congenital Hernia. This condition, usually on the 
left side, may present in infancy or in later childhood. 
Treatment is out of the question in cases with massive 
herniation because the infant is either stillborn or dies 
within a short time of birth. But if this form of dial 
phragmatic hernia is diagnosed in a child whose genera- 
condition justifies it, surgical correction should be 
instituted. The following are possibilities: 

(1) Phrenic Crush. This procedure may permit a 

natural reduction of much of the bowel from 
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thorax to abdomen, and may improve the child’s 
condition sufficiently to permit of subsequent 
operative repair. 

Operative Repair. In most cases the abdominal 
approach is preferable to the thoracic approach, 
there being as yet no binding adhesions between 
the thoracic and abdominal viscera. Repair of 
the defect from below is then usually easy. If, 
however, the child is seen later in life with a long- 
standing hernia a thoracotomy may be wiser. 
Ovsophageal Dilatation. The case of true congeni- 
tal short oesophagus with oesophageal stenosis 
may be tided over during childhood with a phrenic 
crush and regular oesophageal dilatations as was 
done in case 1. 

(B) Traumatic Hernia. Repair is usually carried out at 
the time of the main wound excision, and whether it 
should be done via a thoracic, abdominal or abdomino- 
thoracic approach will depend on the concomitant 
visceral injuries. The defect in the diaphragm should 
be closed with non-absorbable sutures, but if the defect 
is very large then fascia or tantalum gauze may be 
desirable. In the latter event, phrenic crush is justifiable 
to set the appropriate leaf at rest. 

(C) Hiatus Hernia. Pallative treatment may be the 
desirable regime in the clinically mild case or where the 
hazards of surgery appear too great. The use of a light 
bland diet, antacids, and avoidance of gastro-oesophageal 
reflux by attention to posture, will permit many patients 
to continue life comfortably. Where the clinical features 
warrant it, however, and the patient’s general condition 
justifies it, surgical intervention should be urged in order 
to permit cure and prevent complications. 


(2) 


(3) 


OPERATIVE TREATMENT OF HIATUS HERNIA 
(1) Operative Repair 


It is generally agreed that thoracotomy provides the 
most convenient, and a technically superior, approach, 
because it permits ready separation of adhesions between 
the herniated stomach and pleura. Harrington (1940) 
advises an abdominal approach and indicates that this 
will permit any additional manipulations that may be 
necessary over and above the main repair. It may be 
fairly stated, however, that the liver impedes access to 
the hiatal hernia if the abdominal approach is used, 
whilst it is generally inadvisable to carry out any further 
intra-abdominal manipulations after repair of the hiatal 
hernia. Should such procedures be indicated, a second 
operation is far wiser. 

Technical details. Controlled-respiration anaesthesia 
is essential to permit the anaesthetist to collapse and 
inflate the lung at will during the course of the operation. 
The patient, fully anaesthetized, is placed in the right 
lateral position and the left 7th rib is resected. Skin 
towels are applied to the wound edges and the rib-bed 
and pleura are widely opened. A rib-spreader is inserted 
to provide ample access. 

Division of the pulmonary ligament brings the 
oesophagus into view and, if the cardia is not permanently 
fixed in the thorax, gentle traction on ‘he oesophagus will 
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readily demonstrate the nature of the sliding hernia. 
The lower 2-3 inches of the oesophagus is mobilized, 
several vessels having to be ligated and divided in the 
process, and a length of tape is passed round the 
mobilized oesophagus. The hernial sac is incised and 
examination of the hiatus readily discloses its enlarged 
and incompetent state. 

A radial incision extending 4-5 inches backwards and 
medially is made in the left leaf of the diaphragm, several 
spurting vessels having to be underrun and ligated. 
A stitch through each side of the incised diaphragm is 
left long to act as a retractor. The lower inch of oesopha- 
gus and cardia is pulled into the abdominal cavity 
through the hiatus by means of the surrounding tape 
and is retained in its subdiaphragmatic position by 
bringing the tape into the chest through the dia- 
phragmatic incision. Several interrupted silk sutures are 
then inserted between the abdominal aspect of the 
diaphragm and the gastric serosa. 


Narrowing of the Hiatus. This is the most important 
single step in the operation, because its effective execution 
will prevent recurrence—a complication of which the 
incidence may be as high as 20°. 


The apposition of the fibres of the right crus should be 
carried out so that they are sufficiently close to provide 
an adquate sphincter, but not so tight as to strangulate 
the oesophagus. From 2 to 4 interrupted sutures of stout 
silk should be judiciously inserted behind the oesophagus 
to attain the desired effect (Fig. 5). 


Fig. 5. Schematic representation of a hiatal repair. O = oesophagus. 
A=aorta. H=hiatus. S=sutures. 


Several interrupted silk sutures are then inserted 
between the thoracic aspect of the diaphragm and the 
fascia propria of the lower oesophagus, the encircling 
tape is removed, and the diaphragmatic incision is closed 
with a continuous silk suture. The posterior mediastinum 
is then closed off with a few interrupted sutures through 
the posterior pleura, and the chest is closed in layers. 
An intercostal drain is inserted through a separate stab 
incision; as a rule this is removable within 24 hours. 
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It is generally unnecessary and even inadvisable to 
perform a phrenic crush; in an elderly, overweight 
individual with a low vital capacity this increases the 
likelihood of pulmonary collapse. However, if after 
repair undue tension is present a phrenic crush may be 
justified. 


(2) Resection 


It is the long-standing neglected case that poses the 
major problems of surgical therapy. Marked peri- 
oesophageal fibrosis may militate against reduction of 
the herniated stomach; stenosis of the lower oesophagus 
will also require more radical treatment. 


Under such circumstances, resection of the lower 
oesophagus becomes essential and an abdomino-thoracic 
approach provides the best access for restoration of 
alimentary continuity. An oesophago-gastrostomy has 
the disadvantage of restoring the thoracic stomach status, 
and thus it is best to perform an oesophago-jejunostomy 
by the Roux-en-Y technique, the stomach being 
functionally excluded. 
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SUMMARY 


\ description is given of the normal diaphragmatic 
development, and the types and sites of congenital defects 
are indicated. 

Laxity of the oesophago-phrenic membrane is accepted 
as being the initial lesion in the development of the sliding 
hiatus hernia. 

A description of the anatomy of the oesophageal 
hiatus is given. 

The 3 types of hiatus hernia are described and a 
representative case-report of each type is included. 
Awareness of the common incidence of this condition, 
with proper appreciation of the clinical features, will 
permit recognition and selection of cases for surgical 
cure. Application of correct surgical principles at an 
early stage will prevent the morbid effects of irreversible 
oesophageal shortening and stenosis. 
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THE GENERAL PRACTITIONER AND THE SPECIALIST * 


H. H. Scuutz, M.A., 


M.R.CS., L.R.C.P. 


Ashton, Cape Province 


In 1938 conditions of practical medicine in South Africa had 
reached such a pitch that in the interest of both medicine and the 
people some sort of specialist control had to be instituted. Medical 
Congress and Federal Council had asked for a specialist register 
with the proviso that specialists should act in a purely consultant 
capacity. Medical Council in consultation with certain members 
of Federal Council promulgated certain regulations. They in- 
stituted a specialist register but contrary to the recommendations 
of Medical Congress and the majority of Federal Council, the old 
ethical rules regulating the co-operation between specialism and 
general practice were thrown overboard. The new regulations 
granted free access to specialists. For a time many specialists 
still adhered to old ethical rules, as a few of them do today. The 
reasons for this pernicious and momentous decision, in direct 
opposition to the recommendation of the majority of the pro- 
fession, have remained unknown till today. 

From 1938-1952 this combination of the specialist register with 
free access of the patient to the specialist caused an evergrowing 
dissatisfaction in the ranks of the profession itself, particularly 
in the ranks of general practice. It was felt that it tended to in- 
crease unnecessarily the cost of medical treatment, that free 
access to specialists was encouraging unfair competition between 
specialist and G.P. to the detriment of the status and efficiency 
of practical medicine as a whole, and that under these circum- 
stances the very existence of general medicine and genera! practice 
was threatened. Besides, it was obvious that the scrapping of 
the oldest and most essential principle of medical ethics aggra- 
vated the undoubted tendency in the whole western world to 
drop ethics and ideals in favour of considerations of purely material 
gain. The effects of this scientific materialism are more pernicious 
in the field of medicine than in any other profession. The specialist 
register as it existed became a short cut to make more money 
out of less work, and was the most potent single cause of the 
degradation of the social and economic status of the general 
practitioner, and the brilliant failure of modern medicine. 


*A resumé submitted by the author of his speeches at two 
recent meetings of the Cape Western Branch of the Association. 


In 1953 our courts of law declared the specialist register u/tra 
vires. Here was an opportunity to rectify the mistakes made in 
1938. The medical profession had become top-heavy with | specialist 
to every 4 G.P.s. Specialism threacened to exterminate general 
medicine. If the opportunity had been taken to re-establish the 
specialist register on a purely consultant basis the chief cause of 
internal friction in the medical profession would have been re- 
moved, and general practice would have been reinstated in its 
natural sphere of action to the benefit of practical medicine as 
a whole, and with marked benefit to the health and economic 
security of the people. 


EFFECT OF THE ACT OF 1954 


This was not done. The Amendment Act of 1954 has not only 
given the profession a statutory specialist register, but it has also 
given the specialist the statutory right to do certain work ‘usually 
performed by the general practitioner’. Instead of encouraging 
co-operation between the two most essential branches of medicine, 
this Act has increased the friction and competition between them. 

This state of affairs must inevitably result in a further loss of 
efficiency in practical medicine and in a disproportionate rise in 
the cost of medicine and social welfare. Recent events in Great 
Britain have shown that even the State cannot bear the costs of 
an economically unsound medical service. 

It is quite true that medical practice—as all other professions— 
labours under difficulties which are the result of the times we 
live in. Increased knowledge of necessity results in the develop- 
ment of specialism. Other professions have adapted their domestic 
organization to the coming of specialism, and by domestic legis- 
lation have clearly demarcated the respective spheres of specialism 
and generalism. Medicine alone has failed to make this adapta- 
tion, and specialism has tended to displace the essential basic 
generalism. As specialism, or academic medicine, displaced 


general medicine, practical medicine has more and more lost 
coherence. It tends to drop apart into a number of unrelated 
special sciences. Medical practitioners tend more and more to 
become scientists and technicians, and cease to be physicians or 
healers. As a profession we cannot be blamed for world con- 
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ditions, but we must blame ourselves for the disruption of medical 
services and medical practice brought about by our failure to 
adapt our domestic organization to modern conditions. 

I have not time to go into details of what this has done to medi- 
cine as an art and to the human contacts which are an essential 
necessity for all men, particularly the sick. Great men in our 
profession for the last 40 years, have realized the threat inherent 
in over-specialization and the degradation of general medicine, 
and they have warned us in no uncertain terms. 

The President of the B.M.A. a month ago in Glasgow went 
into details on this question. In the U.S.A. where specialism and 
group specialist clinics had almost completely eliminated general- 
ism, there is a complete turn about. The G.P. is coming into his 
own again very rapidly. The same thing is happening in Canada 
and Australia. Yet with all these examples before us, our legisla- 
ture on the advice of our medical leaders persists in taking the 
wrong course. Instead of adjusting the respective spheres of 
activity of specialism and generalism our country’s latest legisla- 
tive effort in the medical field has given the specialist the statutory 
right to encroach still further on the legitimate field of the general 
practitioner. 

This has been done in spite of the fact that many of our recog- 
nized medical leaders admit that generalism is the true and primary 
basis of medicine. Nothing has so far been done to rectify matters 
in our country in the interest of efficient medical practice and of 
the people. 

Our Minister of Health states that the provisions of the 1954 
Bill were put to him by our Medical Council. He also said (Hansard, 
column 1875): ‘I just want to make it clear, that it is no good 
the general practitioner practising as a specialist and it is no 
good the specialist practising as a general practitioner’. That is 
the crux of the matter; yet the statutory rules of specialism make 
it incumbent on the specialist to perform important work ‘usually 
done by general practitioners’. The Minister also said (Hansard, 
column 2346): ‘I do not think the time has arrived—and the 
members of the Medical Council agree with me—to make use 
of consultants only, ic. people who are only allowed to treat a 
patient who has been sent to them by a general practitioner. 
Take the eye specialist. If there is something wrong with my eyes 
I cannot see properly. ... Why must I make the detour via the 
general practitioner? And there are many other diseases like that, 
where I know more or less what is the matter with me, and I go 
to the specialist and ask him to have a look at me’. 


THE STATUTORY REGISTER 


I have painted in enough of the background to show that a statutory 
specialist register, with free access to specialists, is against the 
best interests of both the public and the medical profession— 
both G.P.s and specialists. If the members of the Medical Council 
have advised the Minister of Health differently—as they seem to 
have done—they were wrong and completely behind the times. 
There is not time to go into a reasoned argument about this 
matter. I can only give you the findings of medical men of high 
standing for the reason for the counter-revolution against the 
undue influence of academic medicine on practical medicine. 
First, for the public, there is the economic question. The specialist 
by law can charge higher fees than the G.P. The South African 
public does not realize it, but direct access to specialists costs 
the country and the private individual an enormous amount of 
unremunerative unnecessary expense. Dr. Frank T. Hodges, 
President of the California Academy of General Practice says: 
*Many people go to specialists for a variety of illnesses, when a 
single visit to a good G.P. would be more than adequate. You 
should be able to get at least 85°, of your medical care from the 
G.P. on a one-doctor-one-fee basis’. A patient with 3 complaints 
say sinusitis, haemorrhoids, and mild rheumatism, will if he con- 
sults a specialist first, be treated by 3 specialists, at, speaking 
conservatively, 5 times the cost for which his G.P. would treat 
these things equally well. 
The president of The American Medical Association said 9 
months ago: “The expenditure of money for various useless 
remedies, and the visiting of one specialist after another without 
advice and supervision, is not only unscientific and unrealistic, 
but lacking in intelligent approach. The general practitioner is 
the backbone of American medicine. Eliminate the genera! practi- 
tioner, and you eliminate the primary step in the diagnosis and 
treatment of the disease. Any good specialist deplores this trend’. 
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Lord Horder 30 years ago, and the President of the B.M.A. 
a month ago, were in complete agreement with these words of 
the same Dr. Hodges: ‘But unavoidably specialization leads to 
seeing man disassembled. This danger, of course. has been recog- 
nized and has led to the clinic approach in which specialists pool 
their knowledge. But even then the sum of the parts is not the 
whole. The specialists still need to know what only the family 
physician can tell them about the patient. The patient is a complex 
of the body, mind and emotions, functioning within a particular 
social and economic situation. Only the G.P. deals with this total 
picture’. Efficient medical treatment and prophylaxis is possible 
only when we start at the beginning, with the whole patient. 
Free access to specialists, even if the public asks for it, is wrong 
and harmful; besides being needlessly expensive it is bad un- 
intelligent practical medicine. By allowing a patient to consult 
a specialist directly we put the onus of the first and most important 
step for reaching a diagnosis on the patient. No patient can ever 
diagnose himself; he knows only where it hurts, and what he feels. 
By giving him the right of free access to any specialist of his own 
choice, in 90°% of cases we actually encourage him to take the 
wrong steps from the beginning. 

Dr. Hodges’s advice to readers of Collier's is: “There have 
been a lot of magazine articles on how you should pick a specialist. 
But actually you shouldn’t. Your family doctor should do it 
and decide when you need one. Your personal physician is the 
only one who can guide you through the maze of modern medicine’. 

At a meeting of this Branch on 30 July, two of the most brilliant 
members of our Medical Council agreed that all this was true. 
One of them however went on to say that nothing could be done 
about it because public opinion demanded free access to specialists 
and public opinion could not be changed by any efforts of the 
medical profession. 

The dangers to the health and economics of the country and 
the individual under the present system are such that suitable 
legislation should be passed in the public interest even if public 
opinion is against such legislation. Besides public opinion can 
be influenced if it is approached the right way. 

THE POSITION IN U.S.A. 

In 1946 it looked as if general practice in the U.S.A. was obsolete 
and doomed to extinction. Specialists outnumbered G.P.s in 
all urban areas and rural G.P.s had little economic security and 
less social status. Only | out of 10 senior students thought of 
general practice as a career. The Dean of a well known Faculty 
of Medicine in the U.S.A. remarked glumly: ‘I am afraid we are 
training specialists only, and soon there will be no doctors to take 
care of sick people’. Dr. Leipoldt used almost identical words 
at a Branch meeting 20 years ago. In 1947, 150 family doctors 
instituted the American Academy of General Practice. They 
said, ‘We are not antiquated nor obsolete, and we do not intend 
to fall into disuse’. Today, only 7 years later, they are the strongest 
single medical group in the U.S.A. They have already influenced 
medical training so strongly that 20 medical teaching centres make 
at least some provision for training G.P.s. Today, 8 out of 10 
senior students train for general practice as a career. The Academy 
of General Practice in co-operation with insurance interests and 
the public instituted a health insurance system which satisfies 
both the public and the profession. The American public is gladly 
making use of the G.P. again. The expense on health services 
has dropped and the efficiency of practical medicine has been 
increased. With our small European population, which has to 
carry almost the whole cost of medical services, the change-over 
which is so essential in the interest of medicine and the health of 
the patient could be made in this country much more quickly. 

The specialist register, combined with higher remuneration, the 
right to advertise and free access of patients to specialists, has 
sadly lowered the ethical standard of medical practice in our 
country. Where the ratio of specialists to G.P.s should normally 
be 1 to 20, it is today already | to 4. As medical training in our 
medical schools is exclusively by specialists for specialists, few 
students decide on general practice as a permanent career; most 
of them are forced into it against their will. As medical students 
and young graduates see it, general practice is horse-and-buggy 

icine. 

Most medical men all over the world who have made a study of 
this subject agree that general practice is the one really indispensible 
branch of medicine, and that specialism can only yield its best 
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results in close cooperation with general medicine; this was 
repeated again and again at the Medical Congress in Port Elizabeth. 
Yet our Medical Council and teaching hospitals make no effort to 
provide special training for general practice, and no concerted 
efforts have so far been made to ensure this essential cooperation 
by circumscribing the respective spheres of specialism and general- 
ism. No official effort has been made to enlighten the public on the 
advantages of a system of practical medicine built up on healthy 
and efficient general practice which can call in specialist aid when- 
ever necessary. 

The 1954 Act, once it is fully functioning, will completely 
eliminate general practice, because it makes it incumbent on 
specialists to perform work usually done by general practitioners. 

The public has been taught to believe that the efficiency of 
practical medicine is directly proportional to the price paid for it. 
How mistaken this view is has been abundantly proved in other 
countries. 

I am against a statutory medical register with free access to 
specialists because the combination will have the following effects: 

(1) General practice will be in danger of extinction, and without 
the active leadership of general practice efficient practical medicine 
is impossible. 

(2) It will tend to increase the already top-heavy cost of disease 
to the country and the individual until neither can afford it. 

(3) Above all, the imbalance between specialism and generalism 
forms an urgent danger to the health of the South African nation 
collectively and individually. 


KINGPIN OF PRACTICAL MEDICINE 


Unless we protect general practice by the old sensible ethical rules 
of former years, and reinstate general practice as the kingpin of 
practical medicine now, practical medicine will be set back and 


PASSING EVENTS : 


Dr. J. Black, of Johannesburg, returned by air from England on 
31 August, after spending 3} months overseas. During this time 
he attended the 25th Anniversary Celebrations of the Royal 
College of Obstetricians and Gynaecologists, of which he is Chair- 
man of the Reference Committee in South Africa. Dr. Black has 
now resumed his consultant practice. 


* * * 


Union Department Bulletins: 
ended 2 September | 

Plague, Smallpox Ty phus Fever: Nil. 
Epidemic Diseases in Other Countries: 

Plague: Nil. 

Smallpox in Karachi, Lahore (Pakistan); 
Delhi, Kanpur, Madras (India); 
Phanthiet, Saigon-Cholon (Viet-Nam). 

Cholera in Chalna (Pakistan); Calcutta (India). 

Typhus Fever in Bagdad (Iraq). 

Report for the 7 days ended 16 September 1954: 

Plague: Nil. 

Smallpox. Transvaal: Two (2) Native cases in the Rustenburg 
district. 

Typhus Fever: Nil. 

Epidemic Diseases in other Countries: 

Plague: Nil. 

Cholera in Chittagong (Pakistan); Calcutta (India). 

Smallpox in Lahore (Pakistan); Bombay, Calcutta, Jodhpur, 
Kanpur, Visakhapatnam (India); Haiphong, Phanthiet, Saigon- 
Cholon (Viet-Nam). 

Typhus Fever in Cairo (Egypt). 


* * * 


Report fot the 7 days 


Bombay, Calcutta, 
Phnom-Penh (Cambodia); 


Die Medesekretaris skrvf. Daar kom meer en meer gevalle voor 
waar geneeshere in sekere sentra rekenings aan mediese hulp- 
verenigings lewer teen gelde wat hoér is as dié in die tarieweboek. 
Ten spyte van die verhogings in die gelde vir private pasiénte wat 
deur verskeie takke van die Vereniging aangeneem is, bly die 
gelde wat van toepassing is op lede van goedgekeurde hulpver- 
enigings nog soos dit in dic tarieweboek aangegee is. 
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‘ctarded for 30-50 years, and the health of the nation will suffer so 
10ormously that it may take even more than 50 years to repair the 
amage. The sooner the medical profession and the public realize 
iat the G.P. is not a semi-extinct dispenser of platitudes and pills, 

or a doctor who has somehow not made the grade, and that the 

specialist field has become too overcrowded and top-heavy, the 
better it will be for practical medicine and the people. 

The family doctor, though he has become the forgotten man of 
medicine, a second-class citizen in his own profession, is the only 
person who can preserve the equilibrium of practical medicine. 
Instead of directing the trend of medicine back to general practice, 
the immediate effect of our latest medical legislation has been to 
relegate the G.P. to an even lower position than ever before. The 
G.P. is considered incapable of performing the simplest medical 
treatments and many of our best surgeons claim that the G.P. 
should never be allowed to handle a knife except at the dinner table. 

This is all wrong. The G.P. should be trained and qualified to do 
all the ordinary medical work—in other words, to undertake the 
treatment or prevention of all the general diseases found in his part 
of the world. He should also treat his patient not as a mere case, or 
as a collection of miscellaneous organs and unstable physico- 
chemical reactions, but as an individual human being. The 
specialist, if he is really a specialist by vocation and not a mere 
gold digger, should—as the very name implies—treat only special 
organs or diseases or perform special technical work. Full co- 
operation between the two is essential; but it is only possible on 
this basis, viz. that the specialist does not do the work of the G.P., 
and the G.P. has sense enough not to do the work that should be 
done by the specialist. The specialist will, however, in every case 
have to fall back on the G.P.’s general medical experience and 
individual knowledge of the patient if his work is to be really 
successful. The G.P. must always remain his patient's personal 
physician—his doctor—even after the specialist has been called in. 


IN DIE VERBYGAAN 


Members of Federal Council are reminded that the next meeting 
of the Council will be held in the Hotel Assembly, van der Walt 
Street, Pretoria, from 28 to 30 October 1954. On the morning of 
the 28th at 9.30 a.m., the Annual General Meeting of the Associa- 
tion will take place, at which the new President, Dr. L. E. Lane of 
Port Elizabeth, will be inducted. The Adjourned General Meeting 
will be held the same evening at the same place, and the Council 
meetings will also be held at the Hotel Assembly. This hotel has 
accommodation for a number of members, and application should 
be made as soon as possible, giving details of the day of arrival 
and whether single or double accommodation will be required. 

A luncheon has been arranged for Federal Council members at 
the General Hospita! on 28 October, and on the following evening 
a cocktail party will be given at the Country Club. 


* * * 


Ethical Rules. When the replies to the questionnaire on the regis- 
tration of Specialists were received recently, it was noticed that a 
number of medical practitioners had their names, with the title 
‘Dr.’ and their addresses, written or printed by rubber stamp 
on the backs of their envelopes. 

According to the ‘Rules regarding conduct of which the Council 
may take Cognisance’ of the South African Medical and Dental 
Council it is not permissible to print on envelopes any information 
other than the practitioner's return address in case of non-delivery. 
The name and the title ‘Dr.’ should therefore be deleted. 

Practitioners concerned should give their attention to this 
matter in order to avoid a breach of this ethical rule. 


* * 


Dr. M. Shapiro, of Johannesburg, on 20 September, returned by 
air after a 3 weeks’ visit to Europe, where he attended International 
Congresses of Haematology and Blood Transfusion in Paris. 
There he read papers on (1) Blood Groups and the Sickle-Cell 
Trait in Congo Bantu and (2) False Sickling and related Phenomena. 
At the meeting of the General Assembly of the International 
Society of Blood Transfusion, Dr. Shapiro was elected a member 
of the International Bureau, which is the Executive Committee 
of the Society. 
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Dr. William Emdin has informed his colleagues that Dr. Cecil 
Abraham, M.R.C.P. (Lond.), D.C.H. (Lond.), has joined him in 
partnership as a Paediatrician at 807 Dumbarton House, Church 
Street, Cape Town. 


* 


Dr. H. A. Shapiro, formerly Government Pathologist, Cape 
Town, and Senior Lecturer in Medical Jurisprudence at the 
University of Cape Town, has moved to Johannesburg where 
he will confine his practice to medico-legal work. Home address: 
43 Keyes Avenue, Rosebank, Johannesburg. Telephone: 42-5015. 
Rooms: 807 Princes House, c/o Kerk and Loveday Streets, 
Johannesburg. Temporary telephone number: 33-6320. 


SECRETARY FOR HEALTH 


At the launching of the Johannesburg Branch’s mobile X-ray unit 
on 11 September, 1954, Dr. du Pré le Roux, Secretary for 
Health, gave an interesting address on Tuberculosis. 

Dr. le Roux dwelt on the efforts of his Department to bring 
tuberculosis under control and announced that in the very near 
future many more TB isolation beds would be opened by the 
Government, notably Rietfontein, where 500 hospital beds would 
shortly become available. In all, the Government was spending 
one and a half million pounds a year in their campaign to control 
the disease. 

Dealing with the question of Mass Miniature Radiography, 
the Secretary stated that his Department had 4 mobile X-ray 
units touring the country and visiting the remoter areas. These 
units had, however, only participated in a survey of the incidence 
of tuberculosis and he now looked forward to the second stage 
where cases discovered by these units would be given the treatment 
facilities they needed. In this work the unit provided by SANTA 
Johannesburg Branch would serve a most useful purpose. X-ray 
services were of the utmost importance in the diagnosis and 


BOOK REVIEWS 


OBSTETRICS 


Textbook of Obstetrics. By John F. Cunningham, M.D., M.A.O., 
F.R.C.P.1., F.R.C.0.G. Second Edition. (Pp. 499 + x, with 
297 illustrations. 40s.) London: William Heinemann Medical 


Books Limited. 1954. 
Contents: Section I. 1. The Female Genital Organs. Section II. Physiology of 
Pregnancy. 2. Puberty; Ovulation; Menstruation. 3. The Ovum. 4. The Changes 


Produced by Pregnancy. Section III. The Diagnosis and Management of Normal 
Pregnancy. 5. The Diagnosis of Pregnancy. 6. Prenatal Care. Section IV. 
7. Physiology of Labour. +7 The Mechanism of Labour. Section V. 9. The Conduct 
of Normal Labour. Section VI. 10. The Puerperium. 11. Management of the 
Puerperium. Section VII. Pathology of Pregnancy. 12. The Toxaemias of Preg- 
nancy. 13. Diseases Complicating Pregnancy. 14. Haemorrhages of Pregnancy. 
15. Uterine Displacements in Pregnancy. 16. Multiple Pregnancy. 17. Pelvic 
Tumours Complicating Pregnancy. 18. Abnormalities of the Chorion, Placenta, 
Amnion, Cord, Foetus. Section VIII. The Pathology of Labour and its Treatment. 
19. Abnormal Uterine Action. 20. Abnormalities of the Passages. 21. Abnormali- 


ties of the Passengers. 22. Abnormalities of the Third Stage of Labour. Section IX. 
23. Trauma of Labour. Section X. The Pathology of the Puerperium. 24. Disorders 
of the Breasts. 25. Puerperal Infection. Section X/. Operative Obstetrics. 26 


Induction of Labour. 27. Version: Turning. 28. The Obstetric Forceps. 29. Caesa- 
rean Section. 30. Operations to Facilitate the Delivery of a Dead Foetus. Section 
X//. 31. The Infant. 32. The Premature Infant. 33. Pathological Conditions of the 
New-born. Index. 
This 2nd edition is a sound up-to-date textbook of obstetrics written 
primarily for undergraduates. It will also prove of great value to 
the general practitioner who wants sound standard obstetrical 
advice, especially as the book gives many hints of great use in 
domiciliary obstetrics. 

methods described are in accordance with the ethical 
standard of the Roman Catholic Church. The book will therefore 
have a special appeal to those who adhere to this faith, and will 
also be valuable as a reference book when catholic patients insist 
that nothing must be done at variance with their faith. 
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Dr. and Mrs. J. A. Macfadyen have returned to Durban after a 
time spent in England and on the Continent. 


* * * 


Members are reminded that the Association has an arrangement 
with the Atlas Assurance Company whereby they may insure 
themselves against claims made by third parties and arising out 
of their practices. 

By agreement with the Federal Council the policy contains 
special provisions applicable only to members of the Association 
and which cannot be supplied by any other company. ; 

Enquiries should be addressed to the office of the Association 
(P.O. Box 643, Cape Town) or to any of the offices of the Atlas 
Assurance Company. 


SPEAKS ON TUBERCULOSIS 


treatment of tuberculosis, but it had always to be borne in mind 
that treatment facilities must be available to deal with the cases 
discovered. 

More of these mobile peripatetic units were planned by Govern- 
ment and their use in the second stage referred to, i.e., case finding 
followed by treatment, would do much to alleviate the position. 

Dr. le Roux dealt with the important changes in treatment 
brought about by the discovery of the new drugs. One of the most 
revolutionary of these changes was the fact that sufferers could 
now receive domiciliary treatment where housing conditions 
allowed. In South Africa, where so many of the non-European 
population were inadequately housed, settlements proved a very 
useful solution to the problem of treating the disease. 

The Secretary concluded with an appeal to local employers of 
labour to make every effort to re-employ the tuberculosis sufferers 
when cured, and mentioned the splendid work done by Lever 
Brothers in Durban, who employed many tuberculotics during 
the final stages of their treatment. The Durban employers had 
given an inspiring lead to the rest of the Union in the important 
work of rehabilitation. 


BOEKRESENSIES 


There is really nothing in the book to which the non-catholic 
could take exception. Therapeutic abortion is not mentioned as a 
separate heading, but in matters such as chronic nephritis in 
pregnancy the standard teaching as well as the catholic point of 
view is given. In other words the non-catholic reader loses nothing 
by using this excellent book. 

It is a handy little volume which will fit into the jacket on 

A.JS. 


THE KINSEY REPORT 


Sexual Behaviour in the Human Female. By A. C. Kinsey, 
W. B. Pomeroy, C. E. Martin and P. H. Gebhard. (Pp. 842 +xxx, 
with tables and figures. $8-00. South African price 60s.). 
Philadelphia and London: W. B. Saunders Company, 1953. 


Contents: Part I. History and Method. |. Scope of the Study. 2. The Sampel 
and its Statistical Analysis. 3. Sources of Data. Part IJ. Types of Sexual Activity 
Among Females. 4. Pre-Adolescent Sexual Development. 5. Masturbation. 
6. Nocturnal Sex Dreams. 7. Pre-Marital Petting. 8. Pre-Marital Coitus. 9. 
Marital Coitus. 10. Extra-Marital Coitus. 11. Homosexual Responses and 
Contacts. 12. Animal Contacts. 13. Total Sexual Outlet. Part ///. Comparisons 
of Female and Male. 14. Anatomy of Sexual Response and Orgasm. 15. Phy- 
siology of Sexual Response and Orgasm. 16. Psychological Factors in Sexual 
Response. 17. Neural Mechanisms of Sexual Response. 
in Sexual Response. Bibliography. 


18. Hormonal Factors 
Index. 


This much-discussed and controversial report on female sex life 
has been open for inspection for something like a year now. It 
has met with a variety of views and sensational reports in the lay 
press, and terms such as ‘disquieting’ ‘alarming’ ‘revolutionary’ 
‘lurid’ and others have been encountered. One thing, however, 
must be borne in mind when considering this work; it is a serious 
scientific report on a series of statistically controlled investigations 
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MORBID 


New 


for your peptic ulcer patients 


the most modern 
art of medicine... 


B-COMPLEX THERAPY 


Where B-Complex therapy is indicated, there is a PETERVITE product to 
meet individual requirements of preference. 


PETERVITE PETERVITE PETERVITE 
B TABLETS ELIXIR ; INJECTION 
fluid ounce 
Each chocolate-coated 
orange flavoured wine | Each 2 ¢.c. ampoule 
tablet contains: bese contains: 
Thiamine Thiamine 
Hydrochloride 2.0 . Hydrochloride 20 mgm Thiamine 
Riboflavine 1.5 : Riboflavine 8 mgm. Hydrochloride 10 
Pyridoxine Pyridoxine 
Hydrochloride 0.25 Hydrochloride 2 mgm. RibeRevine . 
Calcium Calcium Pyridoxine 
Pantothenate 2.5 mgm Pantothenate 10 mgm. | Hydrochloride 5 
Nicotinamide 20.0 mgm. Nicotinamide 80 mgm Calcium 
Vitamin Biz Vitamin Biz 
Cyanocobalamine 
(Cyanoc | Nicotinamide 100 
Bottles of 20, 60 and | Bottles of 8 oz. and | Boxes of 6 x 2 
500. 0 oz. ampoules 


Pantothenate 5 


Manufactured in South Africa by 


5 mg orally q. id, applied 
in conjunction with 
_ a basic ulcer 


PETERSEN LTD 


Tablets of 5 mg - 30 & 100 


Established 1842 


P.O. Box 38 113, Umbilo Road P.O. Box 2238 P.O. Box 5785 
CAPE TOWN DURBAN SALISBURY JOHANNESBURG 
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SPARING EFFECT OF ADDED 
CARBOHYDRATE (DEXTRI-MALTOSE) ON 
RENAL WATER REQUIREMENTS * 
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OSMOLOR CONCENTRATION OF THE URINE 
date of Pratt & Snyderman Pediatrcs 11 65. 1953 


EFFECT OF ADDED CALORIES AS 
DEXTRI-MALTOSE ON UREA EXCRETION? 
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tOata of Caicagno & Rubin. Pediatrics (in press) 


provide important 
physiologic safeguards 


Added renal safety. When the effective 
carbohydrate, Dextri-Maltose®, is added to cow's milk 
formulas, the infant's water requirements are 
reduced. This provides an added margin of safety 
against dehydration. In addition, the load on the 
water excretory capacity of the infant's immature 
kidneys is reduced.’* 


The margin of renal safety is especially important 
since various stresses and handicaps have been 
shown to influence the infant's fluid balance 
and renal capacity."*** 


Better nitrogen retention. The addition 
of adequate carbohydrate (Dextri-Maltose) to 
cow's milk formulas increases the infant's nitrogen 
retention and promotes the efficient use of nitrogen 
for growth,” causing a reduction in the excretion of 
urea and lightening the load on the infant's kidneys. 


Ample carbohydrate is provided in a milk and water 
mixture by inclusion of 4 to 5% of Dextri-Maltose— 
or 1 tablespoonful to each 5 or 6 fluid ounces 

of formula. 


With a record of forty-three years of outstanding 
clinical success, no other carbohydrate has earned 
such world-wide acceptance and confidence in its 
constant dependability as Dextri-Maltose. 


1 Pratt & Snyderman: Pediatrics 11: 65, 1953;°2. Calcagno & Rubin 
Pediatrics {in press); 3. Calcagno, Rubin & Weintraub: J. Clin. Investi- 
gation 33: 91, 1954; 4. Cooke, Pratt & Darrow: Yale J. Biol. & Med 
22: 227, 1950; 5. Gamble: J. Pediat. 30: 488, 1947; 6. Rappaport: 
Am. J. Dis. Child. 74: 682, 1947. 


DEXTRI-MALTOSE 


the carbohydrate of choice for infant formulas 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. T MEAD) 
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by accredited workers, and no one else has a series comparable 
in size nor is likely to have for a very considerable time. 
Nevertheless, it is clear that the Kinsey arguments are based 
chiefly on the reported experiences of a highly selected, limited 
and atypical group of females. It is doubtful whether the sexual 
behaviour of girls and women can be measured without full 
attention being given to the social, psychological and physiological 
factors in individual lives. These have not been considered. 

It appears that Kinsey has confused morality with prevalence. 
It is as though a social scientist, surveying the slums of a great 
city, concluded that since men seem to have chosen to live in 
tenements with inadequate plumbing this is the normal way to 
live. The physician in particular is entirely familiar with situations 
in which pathological conditions may be the common lot of the 
majority of a population. 

Kinsey has not considered the reproductive or biological objec- 
tive of sexual behaviour and appears to assume that manifesta- 
tions of sexual behaviour are isolated phenomena incapable of 
producing physiological derangement. The whole problem re- 
mains one of determining what is normal and what may strain 
the delicate mechanisms of vascular and autonomic function, 
not to mention psychological and social equilibria. Is it reason- 
able to underestimate the possibilities of unphysiological sexual 
a a or to overlook the risk of temporery or permanent ill 
effects? 

This book should contribute much to the basic knowledge of the 
gynaecologist and obstetrician dealing with the complaints of 
patients that seem to have no organic basis. It offers valuable 


guides to child rearing, harmonious matrimonial relationships 
and the understanding of many sex problems. 


R. L. I. 
SURGERY FOR DENTAL STUDENTS 


Surgery for Dental Students. By Michael F. A. Woodruff, M.D., 

M.S.(Melb.), F.R.C.S.(Eng.). (Pp. 326 + viii, with 108 illus- 

trations. 30s.) Oxford: Blackwell Scientific Publications. 1954. 
Contents: 1. Surgical Diagnosis. 2. The Principles of Surgical Treatment. 3. Con- 
genital Disorders. 4. Inflammation and Repair. 5. Injuries due to Mechanical 
Violence, Excluding Fractures and Joint Injuries. 6. Fractures. 7. Injuries of 
Joints. 8. Haemorrhage and Shock. 9. Injuries due to Thermal and Chemical 
Agents. 10. Inflammation due to Pyogenic Bacteria. 11. Generalized Infection, 
Focal Sepsis, Chemotherapy and Antibiotics. 12. Specific Infectious Diseases—l. 
13. Specific Infectious Diseases—II. Tuberculosis and Syphilis. 14. Tumours. 
15. Cysts. 16. Ulceration, Gangrene, Sinuses and Fistulae. 17. Disorders of Blood 
Vessels. 18. Diseases of the Lymphatic System. 19. Diseases of Bone. 20. Diseases 
of Joints. 21. Some Surgical Disorders of the Nervous System. 22. Disorders of 
the Endocrine Glands. 23. Lesions Causing Obstruction of Ducts and Hollow 
Viscera. Index. 
A satisfactory course in general surgery for dental students should 
satisfy two criteria: (a) it should teach students the basic principles 
of surgery and (6) these basic principles should be amplified by a 
treatise on the more common conditions met with in the practice of 
general surgery. 

This book admirably satisfies the first criterion; the second, 
however, suffers because of the emphasis on regional surgery of 
the head and neck. The sections dealing with congenital mal- 
formations of the jaws and face, derangements of the tempero- 
mandibular joint, fractures of the jaws and facial bones, infections, 
ulcers, cysts and tumours of the jaws and related parts, could well 
be omitted and replaced by illustrative examples of surgery on other 
regions of the body. The teaching of these regional subjects is the 
responsibility of the lecturer in maxillo-facial and oral surgery, who 
will, for example, not agree with the author that Gunning splints 
are becoming obsolete, and would also probably quote a more 
acceptable cause for the occurrence of a dentigerous cyst than a 
residual or dental cyst of the deciduous predecessor. 

While criticism is directed at this book as a prescribed textbook 
of general surgery for dental students it is, nevertheless, highly 
recommended to every dental student in the clinical years of study 
and to all lecturers and practitioners of maxillo-facial and oral 
surgery. 

The material with which this book deals is clearly set out, well 
illustrated and leaves the reader with no doubt as to what informa- 
tion the author wants to convey to him. It is therefore all the more 
regrettable that literal errors such as ‘of’ for ‘or’ (page 142), 
‘through’ for ‘though’ (page 193), ‘the’ for ‘they’ (page 198), 
‘most’ for ‘moist’ (page 217) and ‘lover’ for ‘lower’ (page 236) 
appear in the print. It is also a questionable procedure to use both 
spellings ‘neuron’ and ‘neurone’ for the same word in the same 
book. A.E.D 
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SNAKES 


Common Snakes. By J. A. Pringle, Ph.D. (Pp. 29 +- viii, with 
five illustrations. 6s.) Cape Town, Melbourne, New York: 
Longmans, Green & Co. 1954. 


ntents: 1, Puff Adder. 2. Molesnake. 3. Bird-Snake. 4. Green Water-Snake. 

Herald or Red-Lipped Snake. 6. Brown Water-Snake. 7. File Snake. 8. Spotted 
Skaapsteker. 9. Garter Snake. 10. Night Adder. 11. Berg Adder. 12. Shield 

ake. 13. Olive Night-Snake. 14. Egg-Fater. 15. Python. 16. Rinkals. 17 Cape 
Cobra. 18. Spitting Cobra. 19. Egyptian or Banded Cobra. 20. Tiger Snake. 
2!|. Black-and-Yellow Sea Snake. 22. Hissing Sand-Snake. 23. Black Mamba. 
24. Horned Adder. 25. Boomslang. 26. Coral Snake. 27. Gaboon Adder. 
28. Venom and the Treatment of Snake Bite. 


This is a small guide book of about 30 pages to the physical 
characteristics and habits of the common snakes in South Africa. 
Every South African knows a little about snakes and most can 
recognize a puff adder and a ringhals. This book will help him to 
extend his knowledge to include all the common snakes in this 
country. Twenty-seven of these are described and their appearance 
is clearly and admirably shown in 4 full-page coloured plates by 
Gowan C. Clark. 

Every doctor, especially if his practice includes rural areas, should 
have this book. It will help him to recognize snakes brought for 
identification and will enable him to give an accurate and authori- 
tative opinion to that question so often asked, ‘Is it poisonous’? 

It will also be of great interest to his children as one in a series 
of field handbooks. 

Dr. Pringle, who of course has a unique knowledge of this subject, 
is to be congratulated on his valuable addition to our books on the 
natural history of this country. 

J.H.S.G. 


THE MEDICAL ANNUAL 


The Medical Annual: A Year Book of Treatment and Practitioners” 
Index. Edited by Sir Henry Tidy, K.B.E., M.A., M.D.(Oxon.), 
F.R.C.P. and R. Milnes Walker, M.S.(Lond.), F.R.C.S. (Pp. 524) 
Bristol: John Wright & Sons, Limited. 1954. 


Contents: 1. Contributors and their Contributions. 2. List of Plates. 3. Pub- 
lishers’ Note. 4. Introduction by the Editors. 5. Review of the Year's Work 
6. The Practitioners’ Index: Recent Pharmaceutical and Dietetic Preparations, 
Medical and Surgical Appliances, etc. 7. Books of the Year. General Index 


This 72nd Volume of the Medical Annual fully justifies the 
publisher’s claim ‘that it has become world famous as a standard 
Medical reference work’. The editors, with a brilliant team of 
contributors, have done a fine job. It is impossible to do justice to 
this collection of articles in a short review. 

The article on chronic rheumatic disorders is well worth study, 
especially by South African practitioners, as these diseases are 
prevalent here. Chrysotherapy is considered and tabulated results 
are given of the effects of treatment by gold, copper, salines, arsenic, 
physiotherapy and aspirin. 

Cortisone and ACTH treatment is carefully reviewed. 
Butazolidin is favoured but its toxicity is stressed. There are 
several important references to cortisone, including an article 
‘on the present status of Cortisone as a therapeutic agent’. 

Articles dealing with anti-coagulants are interesting; the 3 
anti-cogulants referred to are dicoumoral, tromexan and 
phenylinanedione (‘dindevan’). 

In this connection there is a valuable section on Legal Decisions, 
and reference is made to the increasing number of charges of 
medical negligence in English Courts in recent years. 

A report from the Common Cold Research Unit, Salisbury, 
states that the virus has been propagated through 10 serial cultures 
of embryonic lung, and is being further studied. 

Passive and active immunization in poliomyelitis are fully 
discussed. ‘The ultimate goal for prevention of poliomyelitis’, 
it is stated, ‘is immunization with “living” avirulent virus which 
will confer immunity for many years or for life’. 

The section on pulmonary tuberculosis, including medical and 
surgical treatment, is a masterpiece. 

The Practitioners’ Index supplies a much-needed list of recent 
pharmaceutical and dietetic preparations and medical and surgical 
appliances. 

It is a far cry from Hippocrates to the Medical Annual. In his 
wisdom he said, ‘the best physician is he who knows what is 
possible, what impossible.’ All practitioners, including specialists, 
who aim at a ‘best’ should have the Medical Annual at wt bal 
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DFRMATOLOGY 


Modern Trends in Dermatology. Edited by R. M. B. MacKenna, 
M.A., M.D.(Cams.), F.R.C.P.(LonbD.) Second Series. (Pp. 335 
+ ix, with 58 figures). London: Butterworth & Co. (Publishers), 
Limited. South African Office: Butterworth & Co. (Africa), 
Limited 1954. 


Contents: 1. Ecology in Relation to Dermatology. 2. “ Critical Evaluation of 
Psychosomatic Medicine in Relation to Dermatology. 3. Cutaneous Sensibility. 
4. Physiology and Functional Pathology of the Skin. : Blood Factor in Lupus 
Erythematosus. 6. Cyto-Diagnosis in Tisumstatony. 7. Tuberculous Diseases of 
the Skin. 8. Sarcoidosis. 9. A Critical Appraisal of Modern Trends in Leprosy 
with Particular Reference to Advances in Immunology, Histo-pathology and 
Treatment. 10. The Pathogenesis of Tinea Capitis. 11. Some Current Problems 
in Cutaneous Bacteriology. 12. Allergy in Relation to Dermatology. |}. Cross- 
Sensitization Phenomena. 14. Helminths and the Skin: With Special Reference to 
Onchocerciasis and Certain Reactions which are Liable to Follow its Treatment. 
15. Recent Developments in the Use of Antibiotics. 16. Cortisone and ACTH in 
Dermatology. 17. Beta-Ray Therapy. Index. 


This volume follows on the first series published 5 years ago and 
comprises sections written by 23 contributors, of whom only a 
small proportion are dermatologists. The opening chapter entitled 
“Ecology in relation to Dermatology’ (the relationship of man to 
his environment) traces the basis of the classification of skin diseases 
from 1780 to the present day and indicates the changes wrought by 
the advances in medicine and industry. 

This is followed by an excellent evaluation of psychomatic 
medicine in relation to dermatology and stresses the wide gulf that 
exists among dermatologists as to which illnesses should be con- 
sidered psychosomatic dermatoses. 


CORRESPONDENCE 


PLANTAR WARTS 


To the Editor: Simple and effective—iniect into the base, at one 
or more points, a 5°, Ag NO,, using a fine needle. If this is done 
slowly and stopped as soon as it is ‘blanched’, there is no pain. 
The patient can put on his shoe and walk without discomfort. 


J. H. de Villiers 
Newtimber 


Rondebosch 
21 September 1954 


PLACEBO THERAPY 


To the Editor: Your editorial on Placebo Therapy proved most 
interesting and informative. I agree with you where you say that 
suggestion appears to be necessary in placebo therapy and without 
the suggestion the placebo will do the patient no good and will 
be worthless. 

In certain patients deeper suggestion is required. You rightly 
mentioned giving the placebo by means of an injection. One of 
the quickest and best methods is by light stage hypnotherapy, 
where the suggestion that the patient will get better is given direct 
to the subconscious mind. 

One can reinforce the hypnotherapy by the administration of 
a placebo. I have found that this technique reacts against any 
counter-suggestions by others who are sceptical! causing the 
patient to lose faith in a cure. 

S. Kaimowitz 
Westminster House 
122 Longmarket Street 
Cape Town 
September 21, 1954 


STERILIZATION AND THE LAW 


To the Editor: tm a case reported in a London daily newspaper 
of 27 July 1954, certain comments by the judges bear on Dr. 
Impey’s letter. 

Argument was heard by three appeal judges for a woman who 
petitioned for divorce because her husband had had himself 
sterilized for no other reason than that he was jealous of his wife’s 
affection for their child, and he determined not to give her any 
more children—i.e. it was a ‘contraceptive’ sterilization 
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The L.E. phenomenon is dealt with clearly and in detail and a 
summary is given of the various techniques employed in its demon- 
Stration. This is an excellent article suitably illustrated. 


A contribution from the French School discusses cyto-diagnosis 
in dermatology, explaining its technique and its value in dis- 
tinguishing malignancy in tumours and in differentiating the bullous 
dermatoses. It stresses the fact that cyto-diagnosis is essentially 
complementary, and not a rival, to histology but that clinical 
observation still holds pride of place. 


There follows an evaluation of the treatment of tuberculosis of the 
skin with calciferol and isonicotinic acid hydrazide (isoniazid) and, 
while it is accepted that these agents have simplified the treatment 
and expedited resolution, the authors indicate that local measures 
(Finsen light, Kromayer lamps, etc.) are nevertheless still essential. 


The review of sarcoidosis gives an account of the first case as 
described by Boeck in 1897 and surveys the more recent clinical 
and laboratory investigations as well as the treatment and prognosis 
of the condition—an exceedingly well written and informative 
contribution. This is followed by a description of leprosy and of 
the recent great advance made in therapy with the advent of the 
sulphone group of agents. 


There are several other most instructive chapters, all of which are 
up-to-date and of practical value, embracing among others the 
subjects of antibiotics, cortisone and corticotrophin, cutaneous 
bacteriology and allergy, the whole making for a most stimulating 
and thought-provoking work which can be recommended not only 
to dermatologists but to all students of medicine. ~—_ 


: BRIEWERUBRIEK 


Inter alia, the dissenting judge (who is in South Africa, at 
present) said that such an operation, without just cause, was 
illegal, even though the man consented. The two other judges, 
however, dissociated themselves from the view that the operation 
could be regarded as a criminal assault. 

As was pointed out at a medico-legal meeting held in Cape Town 
recently, opinion on this subject is changing, and the medico-legal 
correspondent of the British Medical Journal scon may find that 
the little of his doubt has grown to a strapping reality. 

H. B. Yudelman 
1 Dove Street 


Observatory 
Cape Town 
18 September 1954 


1. Impey, R. L., S. Afr. Med. J., 28, 796. 


DIAMOX (ACETAZOLEAMIDE) 


To the Editor: 1 was more than interested in your Editorial on 
Diamox and report by Dr. Helman, for concurrently I read an 
Editorial in the July issue of the ‘American Journal of Ophthal- 
mology’ on Diamox in the therapy of glaucoma. 

Diamox is said to produce a dramatic fall in intraocular pressure 
following the intravenous injection of the sodium salt, the pro- 
visional rationale being the inhibition of carbonic anhydrase 
normally present in the ciliary body of the eye, leading to sup- 
pression of the inflow of aqueous humour into the eye. 

Short-term Diamox therapy lowers intraocular pressure without 
changes in the disordered outflow mechanism of glaucoma; there- 
fore the conventional means of therapy (miotics and surgery) 
should not be abandoned. 

The Editorial does not hail Diamox as another ‘wonder drug’ 
but concludes that it does provide the ophthalmologist with a 
new weapon in the battle against glaucoma. 

I hope this will be of some interest to your many readers. 

Ian Sacks 
22 Mimosa House 
Ninth Avenue 
Bulawayo 
14 September 1954 
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has a definite place. Habitual and threatened 
abortion due to corpus luteum hormone defi- 
ciency may be prevented in the majority of women. 
Functional Uterine Bleeding associated with hyper-plastic 
endometrium responds with cessation of haemorrhage, and 
not infrequently, normal menstrual cycles are maintained 
thereafter. Secondary Amenorrhoea is correctible by cyclic 
administration of PRANONE, and in about one-third of 
patients, regular menses will follow for many months. 
Dysmenorrhoea and Premenstrual Tension can usually be relieved, 
especially if corpus luteum hormone is inadequate. 


BE; 


CHEMICALLY IDENTICAL WITH 


PROLUTON BRAND 


PRANONE AMPOULES, ‘pure progesterone in oil for intramuscular 
injection, available in 2, 5 and 10 mg. strengths. PRANONE-C 
TABLETS, anhydrohydroxy progesterone, orally effective progestin 
may be substituted if tablet administration is indicated. Available 
in 5 and 10 mg. tablets. 


Scheting CORPORATION, BLOOMFIELD, N.J., U.S.A. 
Sole Distributors : 
SCHERAG (PTY.) LTD., P.O. BOX 7539, JOHANNESBURG. 
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a marked improvement upon 


TAB. CODEIN. CO. B.P. 


Aspirin, phenacetin, codeine phosphate; there is 


no more familiar group of analgesic drugs. 


“Codis’ improves upon it. In Codis the ‘aspirin’ 


is soluble, as in ‘Disprin’, and rapidly forms a 


solution of palatable calcium aspirin. 


A Codis tablet placed uncrushed in water provides, 


in a few seconds, a solution of calcium aspirin and 


codeine phosphate, with phenacetin in fine suspension. 


The advantages of analgesic therapy with Codis 


are, rapid disintegration of the tablet in water 


with resulting greater ease of administration, 


and far less likelihood of intolerance by the 


patient. The chance of gastric irritation is mini- 


mised because there are no undissolved particles 


of aspirin. 


COMPOSITION: 
Each Codis tablet contains: Acid 
Acetylsalicyl. B.P. 4 grs., Phen- 
acet. B.P. 4 grs., Codeine Phosph. 
B.P. 0.125 grs., Cale. Carb. B.P. 
1.2 grs., Acid. Cit. B.P. (Exsic) 
0.4 grs. 


Codis is not advertised to the public 


RECKITT & COLMAN (AFRICA) LTD., P.O. BOX 1097, CAPE TOWN 
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The conduct of your personal and 


business monetary affairs is a matter re- 
quiring meticulous attention. A banking 
account with the Standard Bank is an 
assurance that your financial transactions 


are handled safely and conveniently. 


The Standard Bank provides a full 
range of services based on a wide expe- 
rience of modern banking needs—these 
ate available through over 600 offices 


throughout South and East Africa. 


STANDARD 
BANK 


OF SOUTH AFRICA, LIMITED 
Registered as a Commercial Bank 
ESTABLISHED 1862 


Matters. ee 
AS 
AND’ PRE 
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NSULIN 


ZINC 
SUSPENSION 


A.B. 


With I.Z.S. the new type of insulin with zinc, rapid onset 
of effect with prolonged action is provided. 1.Z.S. enables satis- 
factory control of the blood-sugar level to be achieved in about 
90%, of diabetics by one injection daily. 


= 


For the few patients who may require either longer or 
more rapidly acting mixtures there are also available the quick 
acting Insulin Zinc Suspension (Amorphous) A.B. and the longer 
acting Insulin Zinc Suspension (Crystalline) A.B. 


I.Z.S. INSULIN ZINC SUSPENSION A.B. 
40 or 80 units per c.c. Vial of 10 c.c. 
Duration of action—24 hours. 
INSULIN ZINC SUSPENSION (Amorphous) A.B. 
40 units per c.c. Vial of 10 c.c. 
Duration of action—about 12 hours. 
INSULIN ZINC SUSPENSION (Crystalline) A.B. 


40 units per c.c. Vial of 10 c.c. 
Duration of action—up to 30 hours. 


The New A.B. Insulins 


Joint Licensees and Manufacturers : 
ALLEN & HANBURYS LTD., LONDON. THE BRITISH DRUG HOUSES LTD., LONDON. 


Distributors : 


ALLEN & HANBURYS (AFRICA) LTD. 
(Incorporated in England) 
121, Congella Road, Dursan. 


BRITISH DRUG HOUSES 
(SOUTH AFRICA) (PTY.) LTD. 
123, Jeppe Street JOHANNESBURG. 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 
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For smooth gentile control of constipation 


Agarol*, an emulsion of mineral oil and agar-agar with phenol- 
phthalein, provides a treatment designed to re-establish the 
correct pattern where bowel evacuation is deranged. The phenol- 
phthalein in Agarol provides gentle threshold stimulation ; the 
hydrophilic properties ensure a moist yet well formed stool ; the 
agar-agar content supplements mucin deficiency; the highly 

emulsified mineral oil mixes readily with the intestinal contents 
to form a soft lubricated mass. The palatability of Agarol makes 
it acceptable to the most fastidious patient. 
INDICATIONS For chronic ti inal autointoxication. 1 ‘ 
For restoring sluggish bowel activity to normal regularity in the elderly. For \ G A R 0 L ‘ 
expectant or nursing mothers. To obviate straining in patients with high i WARNER 
blood pressure, tuberculosis or heart disease. To provide lubrication where 


hemorrhoids or other painful anal conditions are present. 


potion and 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


Supplied in 6 and |4oz. bottles. 
WM. R. WARNER & COMPANY (PTY) LTD., 6-10 Searle Street, Capetown. 


BECALMED... 


Tue convalescent has success- 
fully weathered the storm of acute illness but finds it difficult to 


recover from the aftermath. The patient is depressed, lethargic, is 
in fact in a state of being becalmed. 


In such cases a good tonic is needed to speed the voyage to recovery, 
and many physicians have found the answer in Waterbury’s Compound. 
Waterbury’s supplies easily assimilable iron, supported by manganese, 
calcium and phosphorus in rational proportions to ensure proper metabolic 
=" utilization. In addition, Waterbury’s makes available guaiacol and creosote 
as tasteless, odourless sulphonates, 
readily 


acceptable even to finicky 

patients WATERBURYS 

WILLIAM R. WARNER & CO. (PTY.) LTD., ‘i ( 0 * ? 0 U N D te 
6-10 Searle Street, Cape Town. 
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A Striking Example of 


Drug Complementation .. . 
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with fewer side effects 


Rauwiloid + Veriloid 


The calming, relaxing and moderate hypotensive effect 
of Rauwiloid (a standardized alkaloidal extract from 
Rauwolfia serpentina), when combined with the more 
powerful hypotensive influence of Veriloid (a stan- 
dardized alkaloidal extract from Veratrum viride), leads 
to a unique type of drug complementation. The patient’s 
Veriloid requirement is decreased, side effects, if present, 
disappear, and a striking hypotensive response is pro- 
duced. Not only are the diastolic and systolic pressures 
lowered significantly, but at the same time, the patient 


feels better, headache and dizziness disappear, and 
tachycardia, when present, is replaced by mild 
bradycardia. 

On the basis of this apparent synergism, Rauwiloid + 
Veriloid leads to excellent results in moderate, severe, 
and resistant hypertension. Each tablet contains 1 mg. 
of Rauwiloid and 3 mg. of Veriloid. Average dose, one 
tablet three or four times daily, ideally after meals, at 
intervals of not less than four hours. Available in bottles 
of 50. 


In Mild and Moderate Hypertension 


Rauwiloid alone 


As shown in a recent study, Rauwiloid administered 
alone produces excellent results in early, mild, or labile 
hypertension. In this condition, the blood pressure is 
significantly reduced, a sense of well-being is quickly 
engendered, and mild bradycardia soon replaces 
tachycardia. Toxic reactions do not occur, even when 


the amount of drug administered is three or four times 
the usual dose. Side actions are surprisingly rare. 
Thus Rauwiloid beeomes the medication of choice in 
uncomplicated mild and moderate hypertension. Initial 
dose, 4 mg. (2 tablets) once daily; maintenance dose, 
2 mg. daily. Supplied in bottles of 50 tablets, over 3 
weeks’ supply. 


Rauwiloid, an original Riker development, represents the alseroxylon alkaloidal 


fraction of Rauwolfia serpentina. 


Each batch is tested in dogs fer its ability to 


produce sedation, drop in blood pressure, and bradycardia. Hence pharmacologic 
uniformity is assured. 


RIKER LABORATORIES AFRICA (PTY) LTD. 


P.O. BOX 1355, PORT ELIZABETH 


LOS ANGELES 


TORONTO 


LOUGHBOROUGH 
3242-2 
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Sedative 


in Bronchial ASTHMA 


TRISAN — Hommel is an established agent in the 

symptomatic treatment of bronchial asthma and related 
states. It combines in its formula both sedative and anti- 
spasmodic drugs of recognized performance. 


COMPOSITION Physicians experienced in asthma have 


long recognized the value of concurrent prescription of Potassium 


is added as a sedative adjuvant to enhance their therapeutic 
effect. Trisan therefore comprises — 
lodide of Potassium B.P. 6.03% 


Barbitone Sodium B.P. 


CLINICAL INVESTIGATION shows that 


Trisan produces spasmolysis and relief of expectoration in 
nocturnal asthma; its sedative component satisfactorily 
encourages sleep and provides an additional value in 
asthma complicated by hypertension. 


INDICATIONS Trisan is indicated in bronchial 
asthma, especially nocturnal ; certain types of hypertension ; 
allergic diathesis. It is contra-indicated in iodine allergy 
and hyperthyroidism. 


DOSAGE Four fi. drachms in + tumblerful of fluid during 

attacks or before retiring; prophylactically: | to 2 fi. drachms 

nightly for 2 to 3 weeks. 

PACKING Standard: Bottles of 4 ff. oz.; Dispensing: 16 fi. oz. 

Trade Mark Reg'd. Not publicly advertised 

HOMMEL’S HAMATOGEN & DRUG CO. Finis 


121 NORWOOD ROAD, LONDON, S.E.24 


Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 

P.O. Box 39. CAPE TOWN - P.O. Box 24. PORT ELIZABETH - P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL ~- P.O. Box 76. EAST LONDON 

P.O. Box 1102. BULAWAYO, Southern Rhodesia + P.O. Box 379. SALISBURY, Southern Rhodesia 
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fee ‘ANCOLAN’ 


n hay- 


THE B.D.H. ANTIHISTAMINIC 


(1 -p-chlorobe iryl-4-m-methylbenzyl piperazine dihydrochloride) 


ADVANTAGES Longer duration of action 
‘:,, Exceptionally well tolerated - Inexpensive 


OTHER INDICATIONS Allergic asthma, urticaria, 
angioneurotic oedema, allergic dermatoses, pruritus, allergic 
conditions of the eye, travel sickness. 


DOSAGE IN HAY FEVER AND OTHER ALLERGIC Conpitions One or two tablets 
at night for one week followed by one tablet daily if required. 


ANCOLAN is issued as scored tablets of 25 mg. 
Bottles of 25 and 250 tablets 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 
123 JEPPE STREET, JOHANNESBURG 


ANCL/SA4F/I 


Important in the field of dermatology... 


... For exudatory dermatoses 


ee is a unique preparation 
of adsorbent oxides in a fat-free base 
which allays irritation and promotes rapid 
drying and healing of exudatory derma- 
toses. It may be safely applied before a 
final diagnosis has been made without 
prejudice to subsequent treatment. 


Containers of 2 oz., 4 oz. and I Ib. 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 123 JEPPE STREET, JOHANNESBURG 


Sic/SAf/S1/1 
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THERE’S NO FOOD LIKE 


Virol 


VIROL does what no other food can do, because 
no other food contains the same ingredients in 
the same balanced proportions. 

VIROL contains: malt extract; refined beef fat; 

maltose; came sugar; malto-dextrins; glucose; 
fructose; egg; orange juice; salt; flavourings; 
phosphoric acid; calcium phosphate; iron 
phosphate ; sodium iodide; and vitamins as 
follows : 
Vitamin A, 1500 i.u.; Vitamin B,, 0.4 mg. ; 
Nicotinic Acid, 4.5 mg.; Vitamin D, 1000 i.u.; 
also Iodine, 75 micro-g.; Iron 8 mg.; all 
per ounce. 

VIROL is the food for building up strength and 
vitality—so essential after illness or operation. 


Virol - the food for fitness 


Well — 


1 am simply impressed with the fact 
that SHELL spent ten years 

developing that oil 

and tested it over 2,500,000 road miles. 
lf SHELL put all that effort 

into SHELL X-100 

it must be good. 


SHELL MOTOR OIL 


Natal Provincial Administration 
VACANCIES : REGISTRARS : COUNTRY HOSPITALS 


Applications are invited from registered Medical Practitioners 
for appointment to posts of Registrar at the following hospitals: 
Ladysmith Port Shepstone Newcastle Renishaw 
Greytown Eshowe oo Point 
Empangeni Vryheid Sta 

Salary is on he scale £720—840 » eI ,020, and the com- 

mencing salary payable will be determined on the basis of one 
notch on the relative scale for each completed year’s appropriate 
experience, after the completion of the qualifying period of two 


years. 

Cost of Living Allowance is also payable at the following 
rates: 

Married men, £320 per annum. Single men, £100 per annum. 

The establishment of a pension fund is under consideration and 

it is expected that these posts will be pensionable as from April 
1955. 


Applications giving full particulars, should be addressed to 
the Director of Provincial Medical and Health Services, P.O. 
Box 20, Pietermaritzburg. 

AD8350 


Natalse Provinsiale Administrasie 
VAKATURES : ADJUNK-ASSISTENTGENEESHERE  : 
BUITEDISTRIKTE HOSPITALE 


Aansoeke om aanstelling in betrekkings van Adjunk-assistent- 
geneesheer aan ondergenoemde hospitale word van geregistreerde 
mediese praktisyns ingewag: 

Ladysmith Port Shepstone Newcastle Renishaw 
Greytown Eshowe Dundee Punt 
Empangeni Vryheid Stanger 

Die salarisskaal is £720—840 x 60—1,020 en die aanvangsalaris 
sal bepaal word op grondslag van een kerf op die betrokke skaal 
vir elke volle jaar gepaste ondervinding na voltooiing van die 
voorbereidingsdiens van twee jaar. 

Daarbenewens is duurtetoeslag teen ondervermelde tariewe 
betaalbaar: 

Getroude mans, £320 per jaar. Ongetroudes, £100 per jaar. 

Die stigting van ‘n pensioenfonds word oorweeg en die ver- 
wagting is dat hierdie poste met ingang van April 1955 pensioen- 
gewend sal wees. 

Aansoeke met volledige besonderhede moet gerig word aan die 
Direkteur van Provinsiale Mediese en Gesondheidsdienste, Posbus 
20, Pietermaritzburg. 

AD8350 


Town Council of Benoni 


NOTICE NO. 89 OF 1954 
VACANCY : CLINICAL MEDICAL OFFICER 


Applications are invited from registered medical practitioners 
(male), not over 50 years of age, for the above post in the Public 
Health Department on the salary scale £900 x 50O—1,150, plus 
variable cost of living allowance which at present is £22 10s. Od. 
(married) and £11 5s. Od. (single) per month. In addition a locomo- 
tion allowance of £180 per annum is payable. 

The successful applicant will be required to pass a medical 
examination and join the Council’s Pension Fund. The main 
duties in connection with this post are the institutional and domici- 
liary attendance on non-European tuberculotics and the conduct 
of the Council’s Clinics, and such other duties as the Council 
may from time to time determine. 

Applications stating age, marital state, qualifications and 
experience, and accompanied by not more than three recent 
testimonials, must reach the undersigned not later than 16th 
October, 1954. 

Canvassing for appointment in the gift of the Council is pro- 
hibited and proof thereof will disqualify the candidate. 

F. S. Taylor 
Municipal Offices Town Clerk 
Benoni 5081 
13 September 1954 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE 


(PD28) Durban. General practice also non-European surgery. 
Owing to ill-health owner wishes to sell as soon as possible. Before 
ged gross income £3,000 per annum. Premium £2,000. House 
or 

(PD30) Durban. European prescribing practice. Total gross 
receipts average over £2,000 per annum. Good class practice, 
bad debts negligible. Premium £2,650. Transfer and introduction 
by mutual arrangement. Seller intends specialising. 

(PD31) Natal Inland. Unopposed prescribing practice mainly 
Native. Monthly cash receipts average £450. Premium required 


£2,500 includes surgery, furniture and instruments. House for sale. 
All sporting facilities. 

LOCUMS REQUIRED 
(W14) Locum from 1 January 1955 for one year. Salary to be 
discussed. Natal general country practice with small amount of 
surgery and midwifery. Furnished house available. Must have own 
car 


(SV5) Locum for January. £3 3s. per day plus board and lodging. 
£10 car allowance and petrol. Natal Hospital town. Travelling 
allowance to and from practice for reasonable distance. 

(LD6) from 8 to 23 January 1955. Natal. Mainly non-Buropean 
dispensing with mine Hospital appointment. Own car necessary. 
£3 3s. per day, all found. 

(FK7) From 1 October for 6 months. Natal general practice. 
£3 3s. per day, all found. Must have own car. 


ASSISTANT REQUIRED 


(AM2) Assistant required for trial period. If suitable partnership 
will be offered. General practice in select area approximately 
20 miles from Durban. 

(AM4) ASSISTANT WITH VIEW. TERMS TO BE ARRANGED 
OR LOCUM DURING FOUR MONTHS ABSENCE OF ONE 
PARTNER. COUNTRY PRACTICE NEAR PIETERMARITZ- 
BURG. £3 3s. Od. per day, all found. Car essential. IMMEDIA- 
TELY. 


INSTRUMENTS FOR SALE 


Two Electrocardiograph machines in first class order. 
acquiring self-reading machine. Offers to be made. 
Davidson Pneumothorax apparatus. Practically new. Any offer 
considered. 

Super-sonic (Impulsaphon) Machine in perfect condition. £250 
immediate sale. 


Owner 


* * * 
JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134- 44-0817 


ASSISTANTS /LOCUMS REQUIRED 
ASSISTENTE /PLAASVERVANGERS BENODIG 


(666) O.V.S. Plaasvervanger vir een maand vanaf 15 Desember. 
£3 3s. per dag, plus vry losies, petrol en olie en £10 per duisend my], 
kartoelae. Eie kar nodig. 

(665) Southern Rhodesia. Locum for February one March 1955. 
Car and residence provided. Terms to be arrange 

(664) Johannesburg. Locum as from 15 Sioueniberé at 20 Desember. 
Terms to be discussed. Own car necessary 

(663) Mine Hospital. Locum for 5 oy as from 1 November. 
Salary £75 per month plus C.O.L.A. plus car allowance. 

(662) Southern Rhodesia. Locum to start as soon as possible for 
indefinite period. Excellent terms. 

(661) Johannesburg. An Assistant is required to start as soon as 
possible in large mixed practice, with appointment. Young Jewish 
doctor preferred. Own car necessary. Definite view to Partnership. 
(660) Transvaal. Locum for November. Salary £3 3s. per day, plus 
£10 per month car allowance and free board and lodging. 
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(658) Randse Hospitaaldorp. ‘n Assistent word benodig om so 

‘poedig moontlik te begin. Groot privaat praktyk met aanstellings, 

ale chirurgie word onderneem. Vennootskapspraktyk. 

(652) Transvaal. Locum to start 10 December for one month. 

Own car necessary. £3 3s. per day, plus all found, plus car allow- 

ance, 

(651) Reef Hospital town. Locum to start 1 November. Possibility 

of Assistantship. Own car necessary. Terms: £3 3s. per day plus 
\| found. Higher rate of pay for experienced man. 

(649) Reef. Locum for December and January. Own car necessary. 

£3 3s. per a plus all found. Very little night work. 

(648) O.F.S. An Assistant to start as soon as possible. Definite 

view to Partnership. Terms: £3 3s. per day plus all found or if 

experienced, £4 4s. per day, starting salary. 

(647) Pretoria. Assistant to start | December. Definite view to 

Partnership. Salary for experienced person, £120 per month plus 

£15 to £20 per month car allowance. Afrikaans most essential. 

(645) Vrystaat. Plaasvervanger vir 4 tot 6 weke vanaf Oktober of 

November. Eie kar te gebruik. Salaris £2 10s. per dag, plus alles 

vry. Ook vergoeding vir reis vanaf en na verblyfplek. 

(640) O.F.S. Locum for December and January. Own car necessary. 

£3 3s. per day, plus free board and lodging, petrol and oil. 

(639) Johannesburg. Locum as from 13 December till 22 January. 

Partnership practice. Terms to be arranged. 

(638) Johannesburg. Locum as from 14 December for one month. 

(636) Vrystaat. Plaasvervanger vir Desember of Januarie. 

£2 12s. 6d. per dag, plus alles vry, asook reisonkoste van en na 

verblyfplek. 

(632) Transvaal. Plaasvervanger vir Desember en Januarie. 

Salaris £2 12s. 6d. per dag en alles vry. 

(627) O.F.S. Locum as from 10 December for one month. Salary 

£3 per day plus all found. 

(616) Pretoria. Plaasvervanger vir November en Desember. Salaris 

£100 per maand alles vry en £10 per maand kartoelae. 

(615) Vrystaat. Plaasvervanger vir Desember of Januarie. £3 per 

dag, alles vry en 6d. per myl plaasritte. 

(611) Johannesburg. Locum for one month as from 10 December. 

Salary to be arranged. 


* * 


KAAPSTAD : CAPE TOWN 


Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
Waalstraat 35 : 35 Wale Street 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1574) Cape Province, coastal town. Half share for sale in best 
class European practice owing to retirement of one partner. 
House with consulting rooms available. 

(1759) Westelike Provinsie. Praktyk sonder opposisie. D.S. 
Aanstelling. Gemiddelde inkomste £3,078. Koopprys £1,500 vir 
klandisiewaarde, geneesmiddels, instrumente en ameublement. 
Moderne huis te koop of te huur teen £10 p.m. Betaling kan 
deur paaiemente geskied. 

(1760) Cape Town Suburb. Average annual cash takings £3,442. 
Scope for surgery, premium £1,750. Payment on terms to be 
arranged. 


OPHTHALMIC PRACTICE FOR SALE 
(1325) Excellent practice with two appointments. 
ASSISTENTE /PLAASVERVANGERS VERLANG 
ASSISTANTS /LOCUMS REQUIRED 


Locums and/or Assistants are urgently required for urban and 
rural areas. Details on application. 
CONSULTING ROOMS AVAILABLE 


(1618) (1422) (1579) (1694) in Cape Town. Available on tem- 
porary or permanent basis. Full use or to share. 

SPECIALIST PHYSICIAN 
Specialist practice offered for sale. - Details on application. 


ASSISTENT & LOCUM BENODIG 


Vennootskap op Karoodorp met hospitaal benodig ’n Assistent 
en Locum vanaf 1 Oktober of 1 November 1954 vir ses (6) maande 
of een (1) jaar. Rig aansoeke aan Pickard & van Rooyen, Prieska. 


¥ 

quae 


XXX 


Transvaalse Provinsiale Administrasie 
VAKATURES BY PUBLIEKE HOSPITALE 


Aansoeke word ingewag van kandidate met geskikte kwalifikasies 
vir die onderstaande poste by Publieke Hospitale in die Transvaal. 

Aansoeke moet gerig word aan die Geneeskundige Super- 
intendent of Verantwoordelike Geneesheer van die betrokke 
hospitaal en moet volle besonderhede bevat aangaande die ouder- 
dom, professionele, akademiese en taalkwalifikasies, onvervinding 
en huwelikstaat van die applikant en moet voorts ‘n aanduiding 
bevat van die vroegste datum waarop diens aanvaar kan word. 
Afskrifte van onlangse getuigskrifte moet aangeheg word by 
aansoeke. 

Lewenskostetoelae tans betaalbaar aan voltydse werknemers: 

Lewenskostetoelae 

Salaris Getroud Ongetroud 
Oor £350 per jaar £352 per jaar £110 per jaar. 

Van persone wat aangestel word, sal verwag word om bevredi- 
gende sertifikate in te dien, asook om hulle te onderwerp aan ‘n 
geneeskundige ondersoek by die betrokke hospitaal. 

Aansoekvorms is verkrygbaar van enige Transvaalse Publieke 
Hospitaal of die Provinsiale Sekretaris, Afdeling Hospitaal- 
dienste, Posbus 2060, Pretoria. 

Benewens jaarlikse salaris en lewenskostetoelae ontvang vol- 
tydse werknemers spoorwegkonsessie en word verlof toegestaan 
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Pos Hospitaal Emolumente Aanmerk ings 
Senior Coronation, £2,000 per Geregistreerde 
Internis Johannesburg jaar Mediese Prak- 
en die tisyn. Hoér 
Universiteit graad in Interne 
van die Geneeskunde ‘n 
Witwatersrand vereiste. 
Senior Pretoria £1,800 per Geregistreerde 
Assistent jaar Mediese Prak- 
Ortopediese tisyn. Hoér 
Chirurg graad in 
Ortopedie ‘n 
aanbeveling 
Deeltydse Pretoria £684 per jaar Opgeleide en 
Psigiater 3 sessies per geregistreerde 
week psigiater 
Deeltydse Algemeen, £228 per jaar Geregistreerde 
Senior Johannesburg | sessie per Mediese Prak- 
Narkotiseur en die week tisyn met hoér 
Universiteit kwalifikasie in 
van die Narkose. 
Witwatersrand 
Deeltydse Algemeen £410 per jaar Geregistreerde 
Assistent- Johannesburg 2 sessies per Mediese Prak- 
Dermatoloog- en die week tisyn met hoér 
Universiteit kwalifikasie in 
van die Interne 
Witwatersrand Geneeskunde 
Kliniese Vereeniging £620, 780, Geregistreerde 
Assistent 820, 860 Mediese Prak- 
tisyn. Moet 
minstens twee 
jaar gekwalifi- 
seerd wees. 
Kliniese Vereniging do. do 
Assistent 
(Narkose) 
Kliniese Pretoria do. do 
Assistent 
(Ortopedie) 
Mediese Verre do. Geregistreerde 
Beampte Oosrand, Pk. Mediese Prak- 
New State tisvn 
Areas 
Ongevalle Vereeniging do. do. 
Beampte 
Verre do. do 
Oosrand, Pk. 
New State 
Areas 


Die sluitingsdatum van aansoeke vir die poste is 20 Oktober 
4. 


2 October 1954 


Pos Hospitaal Emolumente Aanmerk ings 
Senior Boksburg- £480 p.j. Geregistreerde 
Inwonende Benoni Plus losies en Mediese Prak- 
Mediese inwoning of __ tisyn. 
Beampte toelae van 

£120 p.j. ten 

opsigte van 

losies en 

inwoning 
Senior Algemeen, do. do. 
Inwonende Johannesburg 
Mediese 
Beampte 
(Bors- 
chirurgie) 
Senior Pretoria (2) do. do. 
Inwonende 
Mediese 
Beampte 
(Ortopedie) 
Senior Vereeniging, do. do. 
Inwonende 
Mediese Verre do. do. 
Beampte Oosrand, Pk 

New State 
Areas 
Of 
Intern Vereeniging £240 p.j. — 
Plus losies en 
inwoning of ‘n 
toelae van 
£120 p.j. ten 
opsigte van 
losies en 
inwoning 
Verre do. 
Oosrand, Pk. 
New State 
Areas. 
47137 


MOTOR INDUSTRY SICK BENEFIT FUND 


APPOINTMENTS : PART-TIME MEDICAL OFFICERS FOR 
THE FOLLOWING TOWNS AND ADJACENT AREAS 


ALBERTON, BENONI, BLOEMFONTEIN, BOKSBURG, 
BRAKPAN, GERMISTON, JOHANNESBURG, 
KRUGERSDORP, PRETORIA, RANDFONTEIN, 
ROODEPOORT, SPRINGS AND VEREENIGING 


Applications are invited from fully qualified registered Medical 
Practitioners in respect of the abovementioned appointments. 

The Fund operates on a closed panel system and Medical 
Officers will be required to provide consulting room, domiciliary 
and hospital services (when necessary) for Fund members and 
their dependants. 

Conditions of the appointments have been approved by the 
Medical Association of South Africa and particulars thereof will 
be furnished by the Fund's Secretary to prospective applicants on 
request. 

Applications must reach the Secretary of the Fund, P.O. Box 
8477, Johannesburg by Saturday the 30th October, 1954. 


2/10/54 


ASSISTANT REQUIRED 
Assistant required for large partnership practice in the Northern 
Suburbs of Johannesburg: Apply A.W.H., P.O. Box 643, Cape 
Town. 


LOCUM TENENS WANTED 


Locum tenens wanted Cape Town, December, January, February, 
to assist while each of partners is on leave. Must have own car. 
Afrikaans essential, £3 3s. Od. a day all found plus car allowance. 
Will consider applications for lesser periods. Apply A. W. C., 
P.O. Box 643, Cape Town. 


35 Wale Street, Cape Town 


* Printed by National Commercial Printers, Elsies River, ond Published dy the Proprietors, The Medical Association of South Africa, Medical House, 
P.O. Box 643. Telephone 2-6177. 


Telegroms: ‘Medical’. 
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Tipping the scales |§ in the fat man’s favour 


The scales are weighted against the fat man. His 

obesity predisposes him to ill-health, and he may expect 
to die before his thinner contemporaries. ‘ Dexedrine’ 
helps to tip the scales in his favour. It curbs his appetite 
and elevates his mood, so that he will stick to 


a reducing diet willingly and cheerfully. 


D 
exe i n t Dose: 1-2 tabs. t.i.d., 30 to 60 mins. before meals 


the drug of choice in the treatment of overweight 


M. & J. PHARMACEUTICALS (PTY.) LIMITED, Diesel Street, Port Elizabeth 
(Associated with Menley & James, Limited, London) 


DP63SA for Smith Kline & French International Co., owner of the trade mark ‘Dexedrine’ 
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s’ Fracture 


Hematomata 


Still more uses for Hyalase REGO. 


Ltereture availiable from 


British Chemicals and Biologicals (S.A.) (Pty.) Lee., 
Commissioner Street, Johannesburg. Benger Laboratories 
Telephone : 23-1915. 
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